RPM  headache? 


••• 


take  Cuprofen 


Recommending  Cuprofen  is  good  for  you  and  your  customers.  It's  less  expensive  than  the  leading 
Ibuprofen  brand,  even  with  50%  off  in  supermarkets,  so  it  still  offers  better  value  for  your  customers* 

What's  more,  Cuprofen  is  still  ONLY  available  in  pharmacy. 

So  next  time  a  customer  wants  Ibuprofen,  recommend  Cuprofen,  it'll  help  make  everyone  feel  better. 
Contact  your  SSL  Representative  for  full  details  of  the  great  deals  available. 


SSL  International  pit 


Further  information  is  available  from  SSL  International, 
Toll  Hall.  Knutsford.  Cheshire  WA 16  9PD 
Cuprofen  is  a  Trade  Mark  ol  the  SSL  group 
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Reductil  is  a  new  effective  aid  to  weight  loss,  enabling  obese 
patients  to  feel  satisfied  with  smaller  portions  of  food  so  that 
they  eat  less.  Reductil  has  no  embarrassing  GI  side  effects  and 
is  easy  to  comply  with,  enabling  patients  to  achieve  medically 
beneficial  weight  loss. 


Prescribing  Information  (refer  to  Summary  of 
Product  Characteristics  for  full  information).  Reductil 
10  mg  and  15  mg  (sibutramine).  Presentation: 

Capsules  containing  10  mg  or  15  mg  of  sibutramine 
hydrochloride  monohydrate  (equivalent  to  8.37  mg  or 
12.55  mg  of  sibutramine).  Uses:  Ad|unctive  therapy, 
within  a  weight  management  programme,  for  patients 
with  nutritional  obesity  and  a  BMI  of  >30  kg/m;  and 
patients  with  nutritional  excess  weight  and  a  BMI  of 
>27  kg/m',  if  other  obesity-related  risk  factors  are 
present.  Reductil  may  only  be  prescribed  to  patients  who 
have  not  adequately  responded  to  an  appropriate 
weight-reducing  regimen  alone.  Dosage  and 
administration:  Initial  dose:  10  mg  once  daily.  In 
patients  with  an  inadequate  response,  the  dose  may  be 
increased  to  15  mg  once  daily  Contra-indications: 
Hypersensitivity  to  product  constituents,  organic  causes  of 
obesity;  history  or  major  eating  disorders;  psychiatric 
illness,  Gilles  ae  la  Tourette's  syndrome;  concomitant  use, 
or  use  during  the  past  two  weeks,  of  MAOIs,  other 
centrally-acting  drugs  or  tryptophan;  history  of  coronary 
•itery  disease,  congestive  heart  failure,  tachycardia, 
■nphera!  arterial  occlusive  disease,   arrhythmia  or 


sibutramini 

Helps  obese  patients  control  their  eatim 


cerebrovascular  disease;  inadequately  controlled 
hypertension  (>  145/90  mmHg);  hyperthyroidism,  severe 
hepatic  or  renal  impairment;  benign  prostatic 
hyperplasia  with  urinary  retention;  phaeochromocytoma; 
narrow  angle  glaucoma;  history  or  drug,  medication  or 
alcohol  abuse,  pregnancy  and  lactation;  children,  young 
adults  up  to  the  age  of  1 8  years  and  patients  over 
65  years  of  age  Side  effects:  Very  frequent  (>10%); 
loss  of  appetite,  constipation,  dry  mouth,  insomnia 
Frequent  (1-10%)  tachycardia,  palpitations,  raised 
blood  pressure,  vasodilation,  nausea,  haemorrhoid 
aggravation,  light-headedness,  paraesthesia,  headache, 
anxiety,  sweating,  taste  perversion.  Rare:  blurred  vision. 
Individually  occurring  cases:  acute  interstitial  nephritis, 
mesangiocapillary  glomerulonephritis,  Henoch-Schonlein 
purpura,  seizures,  thrombocytopenia,  reversible 
increases  in  liver  enzymes,  acute  psychotic  attack.  A 
mean  increase  in  resting  blood  pressure  of  2-3  mmHg, 
and  a  mean  increase  in  heart  rate  of  3-7  beats  per  minute 
have  been  observed.  Clinically  significant  increases  tend 
to  occur  early  in  treatment  and  therapy  should  be 
discontinued  in  such  cases.  Withdrawal  symptoms  have 
rarely    been    observed.    No    evidence    exists  of 


withdrawal/abstinence  syndrome  or  mood  swings 
cessation  of  treatment.  Drug  interactions:  Cat 
with  drugs  which   affect  CYP3A4  enzyme  acti 
including   ketoconazole,   itraconazole,  erythromycij 
clarithromycin,  troleandomycin,  cyclosporin,  rifampicil 
phenytoin,     carbamazepine,  phenobarbital 
dexamethasone.  Sibutramine  inhibits  serotonin  reuptal 
and  should  not  be  used  concomitantly  with  other  drul 
which  also  raise  serotonin  levels  in  the  brain,  i.e.  SSRjj 
sumatriptan,  dihydroergotamine,  pentazocine,  pethidinl 
fentanyl,  dextromethorphan.  Caution  should  be  usif 
when  prescribing  Reductil  to  patients  who  use  certcj 
cough/cold  and  allergy  medications  (eg  ephedi 
pseudoephedrine),    and   certain  decongestants 
xylometazoline)  due  to  the  possibility  of  increased  blo<| 
pressure  or  heart  rate.  2  weeks  should  elapse  betweij 
use  of  sibutramine  and  MAOIs.  Basic  NHS  Pricj 
28  x  10  mg  capsules  £35.00,  28  x  15  mg  capsulf 
£39.09     Legal    Category:   POM  Marketir 
authorisation  numbers:  PL  0169/0129  (10  mc 
PL  0169/0130  (15  mg).  Further  information  is  availab1 
from  Knoll  Ltd,  9  Castle  Quay,  Nottingham,  NG7  1  FVj 
Date  of  preparation:  February  2001 
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There  will  be  two  key  elements  of  change  in  UK 
pharmacy  practice  following  the  general  election: 
the  Government  now  has  five  years  to  put  the 
NHS  Plan  into  operation,  and  it  will  push  for 
:loser  European  integration. The  timing  of  the  European 
^elf-Medication  Manufacturers'  Association  (AESGP) 
neeting  in  Rome  last  week  was  very  appropriate. 
Vlanufacturers  want  to  extend  the  range  of  medicines 
ivailable  without  prescription  and  are  considering  new 
:lasses  of  OTC  indication,  including  depression,  asthma 
ind  diabetes,  and  the  European  Commission  is  pushing 
br  greater  harmonisation  of  pharmaceuticals.  Mutual 
•ecognition  is  a  key  aim,  so  that  if  an  OTC  product  is 
icensed  in  one  country,  all  member  states  should  follow 
suit.  If  you  are  in  the  UK,  you  may  think  this  quite 
reasonable,  but  the  conference  clearly  contrasted  UK 
pharmacy  practice  with  that  in  other  parts  of  Europe.  For 
example,  Denmark  is  only  now  allowing  a  limited  range 
3f  OTCs  to  be  sold  outside  of  pharmacies;  advertising 
medicines  is  banned  in  Italy.  With  this  background,  it  is 
not  surprising  that  European  doctor  and  pharmacist 
representatives  have  opposed  potential  new  OTC 
categories. They  are  concerned  whether  pharmacists  can 
be  trusted  to  sell  medicines  for  conditions  traditionally 
treated  by  doctors.  But  UK  pharmacists  have  coped 
successfully  with  controversial  switches  such  as 
ibuprofen,  clotrimazole  and  even  levonorgestrel.  Perhaps 
it  is  time  to  show  our  European  cousins  that  pharmacists 
can  deal  competently  with  a  wide  range  of  medicines.  If 
not,  the  P  to  GSL  trend  could  continue  and  the  grocers 
will  rule  the  roost.  How  then  will  pharmacists  support 
the  consumer  in  self-care,  a  key  Government  aim? 
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Alliance  Unichem's  website  specifically  for 
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PSNC  pilot  sites  mark 
significant  milestone 


SPGC  sets  its 
agenda  for  change 

The  Scottish  Pharmaceutical  General 
Council  has  drawn  up  a  list  of  poten- 
tial service  developments  it  intends  to 
discuss  with  the  Scottish  Executive. 

Premises  improvements,  repeat  dis- 
pensing and  prescribing  on  the  NHS 
for  minor  ailments  are  among  propos- 
als for  discussion  in  this  year's  remu- 
neration bid. 

"We  are  laying  out  our  stall  for  the 
future  and  telling  the  Department  that 
these  are  the  areas  in  which  communi- 
ty pharmacy  can  deliver  if  we  get  the 
funding,"  said  chairman  Frank  Owens. 
The  aim  was  to  agree  an  agenda  of 
what  might  be  achievable  in  the  medi- 
um term,  he  added 

"I  wouldn't  want  anyone  thinking 
this  will  all  be  delivered  tomorrow.  It's 
up  to  the  Department  to  decide  what 
sort  of  service  it  will  require  in  the 
future.  Pharmacy  can  rise  to  the  chal- 
lenge and  deliver  the  service.  But ,  if  the 
Government  is  genuinely  intent  on 
working  in  partnership  with  the  pro- 
fession, then  it  needs  to  act  like  a  true 
partner.  We  have  already  made  our 
investment  in  our  premises,  our  staff 
and  our  stocks.  It's  now  up  to  the 
Department  to  provide  us  with  the 
tools  to  allow  us  to  deliver." 

Financial  constraints  have  allowed 
Trusts  to  implement  only  one  of  three 
pharmaceutical  care  schemes  -  pallia- 
tive care,  care  of  the  elderly  or  care  of 
patients  with  severe  mental  illness. 
The  SPGC  wants  to  see  all  three 
schemes  rolled  out  throughout  the 
country. 

SPGC  will  also  question  the  need  to 
spend  scarce  resources  on  walk-in 
centres  when  the  same  service  can  be 
delivered  at  a  fraction  of  the  cost 
through  pharmacies.  The  negotiators 
were  to  meet  Department  officials  on 
Wednesday  as  C&D  went  to  press. 

Prescription  data 
available  for  Y2K 

Statistics  for  the  prescription 
items  dispensed  in  the  community 
in  England  during  2000  are  available 
from  the  Department  of  Health. 

Prescription  Cost  A  naly sis:  England 
2000  shows  that  552  million  prescrip- 
tion items  were  dispensed,  with  a  total 
net  ingredient  cost  of  £5.6  billion,  or 
£10.12  per  prescription. 

The  ;  JF  -  hapters  with  the  highest 
NIC  were  Malignant  Disease  And 
immunosuppression,  chapter  8,  at 
£59.25  and  The  Pseudo-Category  of 
Stoma  Appliances  at  £69.79. 

The  '<  ill  prescription  cost  analysis  is 
available  at  www.dob.gov. 
uk/stats/pa  i2000.  htm . 


Nine  sites  have  been  selected  fur  the 
medicines  management  pilots  being 
run  by  the  Pharmaceutical  Services 
Negotiating  Committee  [Tie  pilots  will 
involve  80  communitv  pharmacies  and 
50  GP  practices,  accounting  for  180 
doctors.  The  Department  of  Health  is 
providing  at  least  £1.5  million  funding. 
The  successful  bids  are  at: 

#  Riverside  Primary  Care 
Collaborative  -  North  Tyneside  PCT, 
Newcastle  and  North  Tyneside  Health 
Authority 

#  Shipley  and  Baildon  -  Bradford 
North  PCT,  Bradford  HA 

#  East  Salford  -  Salford  PCT,  Salford 
andTrafford  HA 

#  Nantwich  -  Crewe  and  District 
PCG,  South  Cheshire  HA 

#  Lichfield  -  Burntwood,  Lichfield 
andTamworth  PCT,  South  Staffordshire 
HA 

#  Hatherton  Rushall,  Aldridge  and 
Walsall  -  Walsall  East  PCG,  Walsall  HA 

#  Aylesbury  -  North  Southwark  PCG, 
Lambeth,  Southwark  and  Lewisham 
HA 

#  Charles  Dickens,  Fratton,  Havelock 
and  St  Thomas  wards  -  Portsea  Island 
PCT,  Portsmouth  and  SE  Hants  HA 

#  The  Adam  Practice  -  Poole  Central 
and  North  PCT,  Dorset  HA 


Junior  health  minister  Lord  Hunt  has 
retained  responsibility  for  pharmacy 
in  the  Government  reshuffle  following 
the  general  election. 

Alan  Milburn  remains  as  secretary 
of  state  for  health,  while  John  Hutton 
takes  over  John  Denham's  health  min- 
ister portfolio.  Mr  Denham  has  moved 
to  the  Home  Office. 

Yvette  Cooper  keeps  her  junior 
minister  post  with  responsibility  for 
public  health. 


The  nine  were  selected  from  33  bids 
submitted.  They  were  assessed  against 
criteria  set  by  the  project  board  and 
then  sampled  by  the  research  team  to 
give  a  balanced  rural  and  urban,  ethnic 
and  socio-economic  mix. 

The  research  team  is  a  consortium 
led  by  Aberdeen  University,  together 
with  Nottingham  University,  Keele 
University  and  the  College  of 
Pharmacy  Practice. 

Two  local  coordinators  will  support 
each  trial  site.  One  will  be  responsible 
for  local  administration  and  manage- 
ment, reporting  to  the  national  project 
manager  John  Dixon. The  other  will  be 
a  research  assistant  appointed  by  the 
research  team  to  collect  data. 

Mike  King,  chairman  of  the  medi- 
cines management  project  board,  said: 
"The  announcement  of  the  pilot  areas 
is  a  significant  milestone  for  the  pro- 
ject There  is  a  great  deal  of  excitement 
and  enthusiasm  among  all  those 
involved  as  we  take  a  big  step  nearer 
to  a  new  community  pharmacy-based 
service  for  patients.  We  have  already 
begun  recruiting  local  co-ordinators 
for  each  of  the  pilot  sites,  and  the  train- 
ing programme,  and  launch  events  for 
community  pharmacists  and  GPs  will 
start  shortly." 


There  are  two  new  faces  in  the 
health  team.  Taking  up  Mr  Hutton  s 
previous  portfolio  is  a  new  health  min- 
ister Jacqui  Smith,  and  Hazel  Bears 
takes  over  from  Gisela  Stuart  as  parlia- 
mentary under  secretary  of  state  for 
health. 

The  Home  Office  position  of  "drugs 
tsar",  held  by  Keith  Hellawell,  has  been 
"downgraded  to  a  part-time  post",  the 
Daily  Telegraph  reported  on 
Wednesday. 


John  DLxon  was  impressed  by  the 
level  of  pharmacists'  enthusiasm.  "They 
are  keen  to  get  going,"  he  said.  "Many 
pharmacists  will  be  disappointed  they 
were  not  selected,  but  there  was  noth- 
ing wrong  with  their  bids.  It  was  a  case 
of  needing  to  get  the  right  balance." 

Details  of  the  trial  design,  interven- 
tions and  protocols  were  being 
finalised,  and  he  expected  patients  to 
be  involved  by  the  end  of  the  year. 

Professor  Christine  Bond,  who  leads 
the  research  consortium,  said:  "We  are 
delighted  to  be  working  with  sites  of 
such  high  quality  and  variation.  This 
will  enable  my  research  team  to  test 
community  pharmacy-based  medi- 
cines management  rigorously  and 
thoroughly  in  a  wide  range  of  environ- 
ments and  settings." 

Gidley  gets  second 
term  for  Lib  Dems 

Pharmacist  Sandra  Gidley  has  been 
returned  as  Liberal  Democrat  MP  for 
Romsey.  Ms  Gidley,  who  entered  the 
Commons  following  a  by-election  in 
May  2000  saw  her  majority  fall  slightly 
from  3,300  to  2,400. 

However,  the  two  other  pharmacists  I 
standing  in  the  general  election  failed 
in  their  election  bids.  In  the 
Worcestershire  West  constituency, 
Mike  Hadley,  also  standing  as  a  Liberal 
Democrat,  came  second  to  incumbent 
MP  Sir  Michael  Spicer.  And  Ashwin 
Tanna,  standing  for  the  UK 
Independence  Party  in  Brent  East 
came  bottom  with  188  votes  com- 
pared to  Paul  Daisley,  who  was 
returned  as  the  new  Labour  MP  with 
18,325  votes. 

All  the  MP  officers  of  the  All-Party 
Pharmacy  Group  -  Howard  Stoate, 
Jenny  Tonge,  David  Heath  and  Mark 
Todd  -  were  returned. 

CPAG  claims  delay 
costs  over  OFT 

The  Community7  Pharmacy  Action 
Group  made  a  case  in  the  Court  of;: 
Appeal  this  week,  claiming  recusal 
costs  against  the  Office  of  Fair  j 
Trading. 

CPAG  claimed  over  £1  million  for 
additional  work  resulting  from  the 
temporary  suspension  of  the  RPM 
hearing  last  November.  Judgment  was 
reserved  on  Tuesday. 


The  health  ministry  team  from  left:  Lord  Hunt,  Yvette 
Cooper,  Jacqui  Smith,  Alan  Milburn,  Hazel  Blears  and  John 


Hunt  still  in  charge  of  pharmacy 
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PSNI  presses  for 
better  use  of 
pharmacies 


Community  pharmacies  must  be  bet- 
ter exploited  to  increase  the  quality  of 
primary  care  service  delivery,  says  the 
Pharmaceutical  Society  of  Northern 
Ireland 

Priorities  should  be  medicines  man- 
agement and  repeat  dispensing,  the 
society  said  in  its  response  to  the  con- 
sultation paper  Building  The  Way 
Forward  hi  Primary  Guv. 

"In  both  these  areas  maximum  use 
is  being  made  of  the  pharmacist  as  the 
medicines  expert,  with  easy  access  to 
the  service  by  the  patient," said  PSNI. 

Consulting  on  possible  new 
arrangements  for  primary  care,  the 
Department  of  Health,  Social  Services 
and  Public  Safety  favoured  a  model 
based  on  local  health  and  social  care 
groups  of  multidisciplinary  teams, 
given  the  remit  of  improving  services 
to  their  local  communities  (C&D, 
December  16  2000,  p6). 

The  groups  would  receive  budgets 
for  some  aspects  of  primary  care, 
such  as  prescribing,  but  instead  of 
holding  commissioning  budgets  they 
would  contribute,  as  partners,  to 
the    Health    and    Social  Services 


Boards'  commissioning  decisions. 

PSNI  supports  this  model,  with  local 
health  and  social  care  groups  eventual- 
ly being  given  devolved  budgets  for 
commissioning  services. The  Society  is 
reluctant  to  agree  to  health  boards 
being  maintained  as  of  right;  instead 
their  role  and  structure  should  be  re- 
examined. 

The  most  important  principle  for 
the  new  arrangements  would  be  to 
promote  equity  of  access  and  service 
quality,  said  PSNI.  The  arrangements 
should  also  be  based  on  partnership 
within  and  beyond  the  health  and 
social  services. 

Resources  should  be  made  available 
to  ensure  protected  time  for  all  staff  to 
undertake  training,  and  additional 
management  training  will  be  essential 
for  community  pharmacists  involved 
in  local  health  and  social  care  groups. 

Another  priority  would  be  to  set  up 
a  recognised  research  group  in  prima- 
ry care  for  evidence-based  decisions. 
"This  would  facilitate  the  breaking 
down  of  traditional  demarcations  and 
barriers,  releasing  the  potential  of  all 
healthcare  professionals,"  said  PSNI. 


NI  pharmacy  bids  for  health  improvement  role 


Boots  appoints 
head  for  clinical 
governance 


Stephen  Eastham,  above,  has  been 
appointed  head  of  clinical  governance 
at  Boots  the  Chemists. 

Reporting  to  the  superintendent 
pharmacist,  Digby  Emson,  Mr  Eastham 
will  be  responsible  for  developing  and 
delivering  the  company's  clinical 
governance  strategy. 

Mr  Eastham  has  worked  for  Boots 
since  qualifying  in  1980.  Eor  the  first 
12  years  he  was  in  management  in 
South  Yorkshire,  the  Midlands  and 
Manchester  before  becoming  a  district 
manager  in  the  south  of  England. 

Looking  forward  to  the  challenge  of 
his  new  role, Mr  Eastham  said:"  In  the 
professional  services  we  offer,  clinical 
governance  and  quality  issues  have 
been  built  into  the  way  we  work  for 
quite  a  long  time.  Clinical  governance 
is  a  new  term  for  something  that  phar- 
macists will  recognise  as  being  part  of 
their  day  job." 


Pharmacy  organisations  in  Northern 
Ireland  have  bid  to  become  part  of  the 
proposed  regional  Investing  for  Health 
Network,  which  aims  to  improve 
health  and  reduce  inequalities. 

A  key  part  of  this  agenda  lies  in 
recognising  the  value  of  community 
pharmacy  and  maximising  the  oppor- 
tunities it  creates  for  highly  accessible 
healthcare,  health  promotion,  advice 
and  support,  the  profession  said  in  its 
response  to  the  Investing  For  Health 
consultation  paper. 

Other  key  issues  include  encourag- 


ing team-working  and  multidiscipli- 
nary approaches,  and  formalising  good 
communication  networks  and  referral 
systems  between  service  providers,  so 
that  people  are  directed  to  the  right 
service  at  the  right  time.  In  particular, 
the  profession  would  like  to  see  the 
sharing  of  patient  records  between  all 
practitioners  in  primary  and  sec- 
ondary care. 

The  joint  response  from  the 
Pharmaceutical  Society  of  Northern 
Ireland,  Ulster  Chemists'  Association. 
Pharmaceutical  Contractors' 


Committee  and  Guild  of  Healthcare 
Pharmacists  describes  the  profession's 
comprehensive  role  in  healthcare. The 
paper  highlights  priority  groups  need- 
ing pharmacy  input. 
Priority  topics  include: 
9  Smoking  cessation  schemes  -  devel- 
oping and  integrating  the  pharmacist's 
role  with  a  national  approach 

•  Physical  activity,  eating  and  health. 
As  the  healthcare  professionals  who 
probably  encounter  the  largest  num- 
ber of  healthy  people  in  a  day's  work, 
community  pharmacists  can  play  an 
important  role  in  disseminating  infor- 
mation on  health  maintenance 

•  Alcohol  and  drug  misuse  -  pharma- 
cists can  support  important  health 
messages  and  refer  users  to  local  spe- 
cialist services 

•  Promoting  mental  health  -  pharma- 
cists are  well  placed  to  identify 
patients  with  symptoms  that  might  be 
related  to  mental  illness 

•  Sexual  health  -  as  well  as  providing 
emergency  hormonal  contraception, 
pharmacies  could  distribute  free  con- 
doms, chlamydia  tests  and  improve 
access  to  free  pregnane  testing 


Northern  Ireland  statistics 


Thete  were  2,167,176  items  dis- 
pensed from  1,237,840  prescription 
forms  in  Northern  Ireland  in  January. 
The  ingredient  cost  was  £22.70  mil- 
lion (£21. 31m  net).  Discount  was 
£1.384m,  with  oncost  and  other 
payments  totalling  £3. 348m.  The 
gross  cost  was  £24. 66m  (£23. 88m 
net).  Gross  cost  per  prescription  was 
£1 1 .38  with  ingredient  cost  £1 0.47. 
The  net  ingredient  cost  per  prescrip- 
tion was  £9.83. 

Workforce  advisory  group 
The  Royal  Pharmaceutical  Society 
has  approached  the  relevant 
government  offices  in  the  three 
home  countries  for  funding  to  sup- 
port a  workforce  advisory  group.  In 
England,  the  Department  of  Health 
has  provided  funding  for  a  two-year 
programme.  Wales  has  made  a 
commitment  to  the  programme, 
while  discussions  are  continuing  in 
Scotland. 

EU  Smoking  cessation  survey 
A  further  reminder  about  the  EU  sur- 
vey of  pharmacists  smoking  cessa- 
tion services  is  being  sent  out.  UK 
pharmacists  have  slipped  down  the 
league  of  returns  in  the  survey  and 
have  been  overtaken  by  Portugal. 
Return  rates  have  only  been  worse  in 
France,  Belgium  and  Germany. 

Medical  Information  website 
The  Trent  and  West  Midlands  region- 
al medicines  information  services 
have  launched  a  joint  website: 
www.ukmicentral.nhs.uk.  It  includes 
information  for  prescribing  support 
as  well  as  new  drugs,  drugs  in  lacta- 
tion, and  therapeutics. 

Race  Relations  Act 
should  cover  RPSGB 

Healthcare  regulators  such  as  the 
Royal  Pharmaceutical  Society  are  like- 
ly to  fall  within  the  scope  of  a  recent 
amendment  to  the  Race  Relations  Act, 
which  places  a  positive  obligation  on 
them  to  work  towards  the  elimination 
of  all  racial  discrimination  and  pro- 
mote equality  of  opportunity. 

The  Race  Relations  Act  2001  came 
into  force  in  April  and  extends  the 
scope  of  the  1976  Act,  which  affected 
employment  and  services,  to  all  public 
authorities.  A  recent  Home  Office  con- 
sultation ended  in  May  and  proposed 
that  healthcare  regulators  should  be 
included  in  the  Schedule. 

The  RPSGB  Council  was  told  last 
week  that  the  Society  is  not  yet  includ- 
ed and  this  can  only  be  done  by  an 
Order,  but  the  Act  does  allow  the 
Home  Secretary  to  impose  specifn 
obligations  on  organisations  listed  in 
the  Schedule. 


Incident'  protocol  to  be  launched 


Boots  the  Chemists  will  be  launching  a 
Dispensing  Incident  Management  pro- 
tocol to  all  its  pharmacists  and  stores 
within  the  next  couple  of  weeks. 

The  protocol  has  been  designed  to 
encourage  pharmacists  to  consider  all 
the  factors  that  may  have  contributed 
to  a  dispensing  error,  or  a  near  miss. 

"The  most  valuable  learning  ii  going 
to  come  from  a  near  miss,'  said 
Stephen  Eastham,  head  of  clinical  gov- 
ernance. 


Pharmacists  will  receive  the  proto- 
col in  the  form  of  a  booklet  as  part  of 
the  "Delivering  dispensary  excellence" 
initiative. The  reports  of  incidents  will 
be  fed  back  to  the  regional  profession- 
al development  manager. 

Pharmacists  at  Boots  will  also  be 
receiving  risk  awareness  training  over 
the  coming  year,  as  part  of  the  devel- 
oping clinical  governance  strategy. 
This  training  will  then  be  rolled  out  to 
other  dispensary  staff. 
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odety  adopts 
research  strategy 

The  Royal  Pharmaceutical  Society  has 
adopted  a  five-year  strategy  for  prac- 
tice research,  which  involves  a  consol- 
idation of  current  work  to  address 
research  on  the  pharmacy  workforce, 
education  and  ethics. 

The  decision  comes  after  the  rec- 
ommendations of  the  Society's  prac- 
tice research  division  were  presented 
to  the  Society's  Council  last  week  by 
its  head,  Dr  Sue  Ambler. 

The  Society  is  to  continue  to  make 
contributions  to  projects  commis- 
sioned by  the  Community  Pharmacy 
Research  Consortium  and  to  support 
the  core  costs  of  the  Pharmacy 
Practice  Research  Trust.  In  addition,  it 
will  seek  to  establish  similar  partner 
ships  with  other  representative  bodies 
in  pharmacy  to  develop  research  in 
hospital  and  primary  care. 

Plan  to  reduce 
pricing  backlog 

The  prescription  pricing  backlog  in 
Scotland  is  likely  to  be  cleared  by  the 
end  of  the  year. 

The  three  pricing  bureaux  have 
taken  on  the  equivalent  of  200  full 
time  staff,  and  evening  shifts  have 
been  introduced. 

Frank  Owens,  newly  elected  chair- 
man, Scottish  Pharmaceutical  General 
Council,  told  C&D:"On  a  good  day,  they 
are  processing  300,000  items,  which  is 
more  prescriptions  than  ever  before." 

The  plan  could  see  an  end  to  esti- 
mated payment  schedules  by  the  end 
of  the  year.  The  fact  that  the  Scottish 
Executive  has  agreed  to  fund  the  extra 
staff  shows  there  is  a  commitment  to 
solving  the  problem,  Mr  Owens  said. 


'3  for  2'  on  Pharmacy  I  ESSf" 


medicines  at  Boots 


Boots  the  Chemists  is  now  offering 
Pharmacy  medicines  on  a"3  for  2"  pro- 
motion, following  the  abolition  of 
resale  price  maintenance  last  month. 

Clarityn  Allergy  tablet1  ind  Boots 
Hayfever  relief  tablets  bi  *.h  containing 
loratadine  lOmg.an  '  h  sale  on  a  "3  for 
2"  basis.  A  spokesman  for  the  company 
said  it  is  possible  that  other  pharmacy 
medicines  will  be  promoted  this  way 
in  the  future.  Boots  responded  imme- 
diately to  die  demise  of  RPM  with  a"3 
for  the  price  of  2"  on  selected  GSL 
packs  of  Nurofen. 

The  Royal  Pharmaceutical  Society's 
new  Code  of  Ethics,  adopted  at  the 
annual  general  meeting  in  May,  says 
that  pharmacist  owners  and  superin- 
tendents must  be  satisfied  that  promo- 
tions for  pharmacy  medicines  arc  pro- 
fessionally acceptable.  Small  packs  of 
antihistamines  were  used  as  an  exam- 
ple of  a  product  suitable  for  this  type 
of  promotion. 

Boots  said  it  was  following  the 
guidelines  set  out  by  the  RPSGB  and 
only  sought  to  promote  medicines  in 
an  appropriate  and  responsible  way. 

Since  the  abolition  of  RPM. 
Lloydspharmacy  has  undertaken  a 
national  press  advertising  campaign 
comparing  the  price  of  Nurofen  with 
its  own-brand  ibuprofen  with  the  slo- 
gan "Big  on  advice. Compare  the  price". 

Nick  Stokes,  marketing  director  at 


Lloydspharmacy  said:  ''  As  a  communi- 
t\  pharmacy  our  strategy  is  to  put  the 
pharmacist  at  the  centre  of  the  service 
we  offer  customers.  We  believe  that 
the  Lloydspharmacy  customer  is  more 
interested  in  effective  medicines  that 
work,  backed  with  the  advice  of  a 
healthcare  professional  at  the  point  of 
purchase,  and  this  is  the  message  we 
wanted  to  communicate  in  this  adver- 
tising campaign." 

•  The  CAMRx  buying  group  has 
organised  a  seminar  on  RPM  as  part  of 
its  open  day  on  Sunday  June  24.  The 
managing  director  of  CAMRx.  Rajini 
Hindocha.  said  that  the  seminar 
would  be  a  golden  opportunity  for 
members  to  work  on  a  strategy  that 
will  allow  them  to  deal  with  RPM 
effectively. 

The  open  day  is  being  held  at  the 
Sketchley  Grange  Hotel,  Hinckley. 
Further  information  is  available  from 
Pauline  on  01530  510520. 

•  Nucare,  the  buying  group,  has 
launched  "Price  Watch",  comparing 
the  prices  of  up  to  50  products  in 
major  multiples  and  supermarkets. and 
will  issue  this  information  to  members 
on  a  regular  basis. 

It  is  also  due  to  publish  a  10-point 
strategy  for  members  aimed  at  high- 
lighting to  the  consumer  the  profes- 
sional services  available  from  indepen- 
dent pharmacies. 


members  adopted 

Council  members  of  the  Royal 
Pharmaceutical  Society  can  now  refer 
to  a  new  Governance  Handbook  for 
guidance  on  conduct  and  their  corpo- 
rate responsibilities. 

The  handbook,  which  was  adopted 
at  last  week's  Council  meeting,  sets 
out  a  code  of  conduct  for  Council 
members,  defines  roles  and  account- 
abilities, and  explains  how  Council 
should  manage  its  business. 

It  is  the  culmination  of  work  done  i 
by  a  corporate  governance  steering 
group  under  the  chairmanship  of 
Marshall  Davies.  and  will  be  adopted 
annually  by  Council  at  its  June  meeting 
when  new  members  of  Council  take  I 
their  seats. 

Which  parts  of  Council  business  are 
reported  remain  at  the  discretion  of 
the  secretary  and  registrar  and  the  edi- 
tor of  the  Pharmaceutical  Journal,] 
with  the  proviso  that  members j 
should  be  as  fully  informed  as  possible 
about  debates  at  meetings  of  the] 
Council  to  facilitate  transparency  ". 

The  Code  of  Conduct  for  Council! 
members  has  been  implemented  vol-J 
untarily,  but  will  eventually  bej 
enshrined  in  the  bylaws.  Among  other! 
things  it  requires  members  of  Council! 
to  support  in  public  the  policies  ofl 
Council. 

It  is  understood  that  a  minority  of] 
Council  members  have  refused  to  sign! 
up  to  all  sections  of  the  Code  ofl 
Conduct. 


Europe  to  review  pharmaceutical  Directive 


The  European  Commission  is  to  con- 
sider further  proposals  to  amend  the 
Directive  relating  to  medicinal  prod- 
ucts. 


The  Royal  Pharmaceutical  Society  has  highlighted  the  srole 
.tharmat  sts  play  in  the  care,  treatment  and  prevention  of 
•  ..sneer.  At  the  June  Council  dinner  key  guests  included  Sir 
Nj  frolas  Yoiinng.  chief  executive  of  Macmillan  Cancer  R  ef 
and  Professor  Karol  Sikora,  visiting  professor  of 
international  cancer  medicine  and  honorary  consultans 
oncologist  at  Imperial  College  School  of  Medicine.  Pictured 
is  Sir  Nicholas  Young  with  Christine  Glover  carrying  out  her 
lass:  public  role  as  RPSGB  president 


A  joint  meeting  of  the  European 
Pharmaceutical  and  Veterinary 
Pharmaceutical  Committees  next 
month  will  also  consider  proposals  to 
set  up  a  European  Medicines  Agency 
to  replace  the  European  Agency  for 
the  Evaluation  of  Medicinal  Products. 

Among  the  proposed  amendments 
to  the  Directive  is  a  strengthening  of 
the  mutual  recognition  procedure  and 
a  decentralised  procedure  for  medi- 
cines. If  adopted,  it  could  mean  that  if  a 
product  is  licensed  in  one  country, 
then  other  countries  should  follow 
suit.  Similarly  if  one  country  allows  a 
drug  to  switch  from  prescription  to 
non-prescription  status,  this  should  be 
followed  by  every  other  member  state. 

While  the  proposals  would  still  seek 
to  prevent  the  advertising  of  prescrip- 
tion only  medicines,  the  amended 
Directive  would  allow  advertising  of 
j  oducts  for  AIDS,  asthma  and  chronic 
bronchopulmonary  diseases,  and  dia- 
betes. 

The  proposals  would  also  remove 
the  prohibition  on  mentioning  the  fol- 
lowing  indications   for  medicines 


when  advertising  to  the  general  pubi 
lie:  tuberculosis;  sexually  transmitted 
diseases;  other  serious  infectious  dis| 
eases;  cancer  and  tumoral  diseases 
chronic  insomnia;  and  diabetes  anc| 
other  metabolic  illnesses. 

The  new  EMA,  if  adopted,  would 
comprise  four  committees  covering 
human  medicinal  products,  veterinarj 
medicinal  products,  oqihan  medicinal 
products,  and  a  herbal  medicines  com| 
mittee,  which  has  yet  to  be  establishe 
pending  agreement  of  the  herbal  me> 
icines  Directive. 

At  the  European  Self-Medicatiorj 
Industry's  annual  conference  in  Rom<< 
last  week,  its  president  Dr  Alessandrc 
Banchi  welcomed  the  move  (see  page: 
16-17),  particularly  over  marketing 
authorisation.  "Most  of  the  announce 
merits  concerning  the  revision  of  th( 
pharmaceutical  legislation  are  encour 
aging  for  us."  he  said.  "The  politica 
recognition  of  the  social  and  econom 
ic  value  of  self-care  seems  to  be  mort 
and  more  reflected  in  policy  oricnta 
tions ,  and  hopefully,  in  the  end  in  bet 
ter  legislative  requirements." 
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INDUSTRY  VIEWPOINT 


All  calm  after 
the  storm 

It's  hard  to  believe  resale  price  mainte- 
nance on  medicines  collapsed  only  a 
month  ago.  For  just  a  few  days,  there 
was  a  blaze  of  publicity,  then  the  head- 
lines died  aw  i\  and  it  is  now  quite  dif 
ficult  to  see  what  has  changed. 

In  the  weeks  immediately  after  the 
abolition  of  RPM  consumers  undoubt- 
edly gained  enormously  from  lower 
prices  on  medicines.  Some  drug  store 
chains  cut  prices  of  a  wide  range  of 
medicines,  while  the  supermarkets 
focused  on  sensational  "SO  per  cent 
off"  price  promotions.  Yet  one  month 
later,  the  publicity  has  disappeared  and 
the  price  promotions  have  reduced  to 
a  trickle.  Boots  appears  to  have  been 
successful  in  communicating  a  value 
proposition  on  medicines  to  its  cus- 
tomers, with  gondola-end  displays  on 
selected  brand  leading  medicines.  By 
comparison,     while    Tesco  and 


It  is  the  perception 
of  value  instore 
which  will 
determine  the 
winners  and  losers 


Sainsbury  have  signs  proclaiming  that 
medicines  have  been  reduced,  the 
only  evidence  of  price  cuts  is  a  few 
shelf  cards  highlighting  promotional 
prices  on  two  to  four  products. 

In  community  pharmacies  the 
impact  of  the  end  of  RPM  has  been 
minimal.  Customers  are  still  visiting 
their  local  pharmacy  with  prescrip- 
tions and  to  buy  OK;  medicines.There 
is  an  awareness  that  medicine  prices 
have  been  reduced,  but  most  pharma- 
cists report  that  sales  of  OTC  medi- 
cines are  holding  steady. 

For  the  future,  supermarket  chains 
will  certainly  continue  to  present 
themselves  as  champions  of  the  con- 
sumer, but  very  few  consumers  know 
the  actual  price  of  a  medicine  and  it  is 
the  perception  of  value  instore  which 
will  determine  the  winners  and  losers. 
Most  pharmacists  are  sticking  to  the 
principle  of  providing  value  through 
customer  service  and  counselling, 
while  their  wholesalers  will  increas- 
ingly provide  promotional  offers  on 
branded  and  own  label  medicines  to 
project  a  message  of  "value  at  your 
local  pharmacy  "  .  Perhaps  there  will  be 
no  winners  or  losers  in  the  fight  for 
OTC  medicines  sales  after  all. 

Contributed  b\  a  senior  industry 
manager 


History  and  the 
technician's  role 


It  is  a  sad  fact  of  human  nature  that 
we  rarely  learn  from  history,  since 
parallels  can  be  drawn  between  the 
present  debate  over  the  pharmacist's 
changing  role  and  the  rising 
ambitions  of  technicians,  and 
developments  in  the  late  18th  and 
19th  centuries. 

In  an  era  of  unregulated  medical 
practice  the  apothecaries  had  chosen 
increasingly  to  practice  medicine 
from  non-retail  premises.  At  the  same 
time  they  objected  to  rising  numbers 
of  chemists  ami  druggists  who  were 
both  dispensing  and  compounding 
medicines  against  prescriptions  and 
selling  medicines  directly  to 
customers  as  a  result  of  "counter 
diagnosis' . 

To  add  insult  to  injury  they  were 
doing  this  in  direct  competition  with 
the  apothecaries,  from  shops  which 
were  now  being  specifically  designed 
to  attract  the  growing  middle  class. 

The  result  of  the  competition  was 
that  "chemist"  shops  quickly  became 
widely  established  and  displaced  the 
apothecaries  as  the  principle  source 
of  medicines  for  the  general  public. 
Most  apothecaries  became  absorbed 
into  the  medical  profession,  while  the 
chemists  and  druggists  went  on  to 
become  the  pharmacists  of  today. 

Nowadays,  the  extemporaneous 
compounding  of  drugs  has  effectively 
ceased  to  exist  and  supply  by  patient 
packs  can  be  most  efficiently 
managed  by  technicians.The  rise  of 
the  supermarket  has  increasingly  left 
the  small  community  pharmacy 
isolated,  unable  to  compete  in  the 
retail  environment  and  trapped  by  an 
NHS  supply  contract  essentially 
unchanged  in  50  years. 

Hospital  dispensaries  are 
increasingly  being  run  by  technicians, 
while  pharmacists  have  sought 
professional  fulfilment  in  drug-related 
clinical  services. 

Pharmacists  see  their  traditional 
roles  becoming  redundant  or 
threatened.  But  if,  instead  of  searching 
for  new  roles,  they  were  to  learn  from 
history,  they  might  avoid  the  fate  of 
the  apothecaries,  because  as 
pharmacy  has  evolved,  so  has 
medicine. 

Modern  medicine  is  now  so 
ci  implex  that  no  one  practitioner  can 
hope  to  be  expert  in  all  its  aspects 


ci  y 

Topical  Reflections 


and  there  is  growing  acceptance  that 
future  specialisation  should  allow 
input  from  many  health  disciplines. 

The  future  must  involve  the 
development  of  a  common  first 
medical  degree  with  postgraduate 
specialisation,  but  for  the  moment, 
the  consequences  of  the  second 
Crown  report  provide  the  basis  for 
medical  services  to  be  reshaped  as 
much  as  the  present  infrastructure 
will  tolerate. 

Meanwhile,  within  pharmacy  the 
debate  revolves  around  the 
responsibilities  that  can  reasonably  be 
delegated  to  technicians,  and  their 
possible  integration  under  the 
professional  umbrella  of  the  Royal 
Pharmaceutical  Society. 

The  National  Pharmaceutical 
Association  has  taken  a  tough  line  and 
has  opposed  the  accreditation  of 
technicians  as  a  requirement  for  staff 
working  under  a  pharmacist  in  the 
dispensary. The  NPA  has  supported 
the  small  independents  who  claim, 
with  some  justification,  that  the 
proposition  is  too  expensive  and 
impracticable  for  their  businesses. 

But  what  is  seen  as  anathema  to 
community  practice  is  already  a  fait 
accompli  in  many  hospitals. As  a  small 
independent ,  I  can  understand  the 
NPA's  view,  but  as  time  progresses, 
technicians  will  assume  increasing 
responsibility  in  the  supply  of 
medicines. 

Far  better  that  the  change  is 
effectively  managed  and  pharmacy 


technicians  are  asked  to  partipate  in 
the  debate,  than  have  them  establish 
an  independent  professional  body  and 
compete  with  pharmacists  when  the 
law  allows. 

Medicines  management  looks  like 
being  a  major  part  of  the  professional 
future  for  pharmacists  (assuming  the 
health  service  can  be  persuaded  that 
funding  it  will  be  cost-effective). 
Within  that,  the  technical 
understanding  of  drugs  is  essential 

I  would  like  to  confound  history 
and.  instead  of  rejecting  the 
professional  inclusion  of  pharmacy 
technicians,  invite  their  contribution. 
Together  we  will  be  a  far  stronger 
pharmaceutical  profession  than  we 
could  ever  be  divided. 

Election  postscript 

I  was  all  geared  up  to  make  some 
comment  about  the  election,  but  feel 
curiously  deflated.  I  feel  a  frisson  of 
worry  when  I  read  in  the  newspapers 
that  the  re-elected  Government  first 
wants  to  concentrate  on  radical 
reform  of  public  services. 

Pharmacy  already  has  a  radical  plan 
cooking  away,  courtesy  of  "Pharmacy 
in  the  Future  and  its  various  devolved 
derivatives.  It  has  taken  a  while  to 
evolve  this  far,  and  although  it  is  far 
from  perfect  and  no  one  quite  knows 
where  the  money  to  make  it  happen 
is  coming  from,  I  would  hate  to  see 
the  present  illusion  of  progress 
shattered  by  further  reforming  zea! 
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Online  VSA  training  for 
pharmacists  is  free 


National 
Pharmaceutical 
forum  set  up 
in  Scotland 

The  Scottish  Executive 

Health  Department  has  established 
a  National  Pharmaceutical  Forum 
(NPF)  to  advise  the  Chief 
Pharmaceutical  Officer  on  matters 
relating  to  pharmaceutical  care  and 
pharmacy  services. 

The  Forum,  which  is  chaired  by 
SCPPE  director  Rose  Marie  Parr, 
replaces  the  National  Pharmaceutical 
Advisory  Committee 

This  is  in  line  with  the  move, 
initiated  by  the  Acute  Service  Review, 
to  upgrade  the  advisory  committees, 
so  that  they  fit  with  the  new 
way  of  working  within  the 
Department. 

The  Forum  is  supported  by  a  core 
group  of  specialist  advisers  to  ensure 
that  important  areas  of  interest  are 
addressed. The  first  combined  meeting 
of  the  NPF  and  its  advisers,  chaired  by 
Miss  Parr,  took  place  in  Dundee  on 
June  12. 

Included  in  the  discussions  were 
the  development  of  a  new  Scottish 
patient-focused  advisory  service 
(to  be  known  as  NHS  24),  palliative 
care,  pharmaceutical  public  health, 
information  technology,  oncology  and 
primary  care. 

Prize  on  offer  for 
asthma  initiative 

The  National  Asthma  Campaign  is 
looking  for  the  best  example  of  a  local 
initiative  to  target  asthma. 

A  ±600  award,  the  2001  Henry  Biair 
prize,  will  be  made  to  a  group  of  health 
professionals,  or  an  individual,  work- 
ing in  the  UK  for  developing  the  best 
initiative  for  improving  asthma  care  in 
their  area.  The  winning  submission 
will  be  printed  in  the  peer-reviewed 
Asthma  Journal. 

The  NAC  is  keen  to  find  schemes 
which  encourage  patients  to  be 
involved  in  their  own  care,  such  as  self 
management  programmes,  or  projects 
which  develop  the  primary  and  sec- 
ondary care  interface.  It  would  also 
consider  "other  innovative  pro- 
grammes thai  have  made  a  substantia! 
lifference  to  rhe  lives  of  people  with 
asthma". 

( losing  date  is  September  10. 
Further  details  and  entry  forms  from 
Kate  Jewitt,  professional  relations  offi- 
cer, NAC,  Providence  House, 
Providence  Place,  London  Nl  ONTTel: 
020  7704  5830.  Fax:  020  7704  0740. 


Pharmacists  can  enrol  for  a  free  online 
training  course  about  volatile  solvent 
abuse,  developed  by  Re-Solv,  the 
Society  for  the  Prevention  of  Solvent 
and  Volatile  Substance  Abuse. 

VSA  currently  leads  to  five  or  six 
deaths  every  day.  The  most  common 
age  is  between  14  to  16  years, 
a!th<  'Ugh  VSA  deaths  have  occurred  in 
children  as  young  as  seven,  according 
to  Re-Solv. 

The  aim  of  the  course  is  to  provide 
an  overall  VSA  briefing  for  profession- 
als working  with  young  people.  The 
course  covers  the  prevalence  of  VSA, 
methods  of  use,  effects,  risks  and  dan- 


Denmark  is  preparing  to  liberalise  its 
healthcare  in  October,  when  a  limited 
list  of  medicines  will  become  available 
from  non-pharmacy  retail  outlets. 

But,  unlike  the  General  Sales  List  in 
the  UK,  the  Danish  system  will  still 
require  over  the  counter  medicines  to 
be  kept  behind  the  counter  to  prevent 
patient  self-selection,  whether  in  a 
pharmacy  or  other  outlet. 

Danish  pharmacists  have  some  con- 
cerns about  the  new  system.  Besides 
affecting  the  pharmacists'  monopoly 
on  OTC  medicines,  it  will  affect  the 
current  policy  of  having  fixed  prices 
for  both  OTC  and  prescription  medi- 
cines, explained  Paul  Bundgaard,  presi- 
dent of  the  Danish  Pharmaceutical 
Association,  at  last  week's  AESGP  con- 
ference (see  also  pages  16-17). 

Five  main  categories  of  drugs  have 
been  selected  -  painkillers,  antihista- 
mines, nicotine  replacement  products, 
gastrointestinal  products  and 
products  for  lice  -  for  the  list  of  250 
products. 

This  was  whittled  down  from 
the  400  originally  proposed.  As  part 
of  the  agreement,  the  new  OTC  retail- 
ers will  be  required  to  stock  about  100 
of  the  product,  rather  than  just  cher- 
ry-picking the  main  sellers. 

There  will  be  limitations  on  certain 
products,  such  as  NSAIDs,  and  sales  to 
people  under  IS  years  will  be 
prohibited. 

Retailers  w  ill  also  have  to  obtain  an 
annual  licence  to  sell  the  OTC  medi- 
cines, and  will  be  required  to  submit 
sales  data  to  the  Danish  Medicines 
Agency. 

Dr  Bundgaard  was  worried  that 
medicines  would  be  sold  by  untrained 


gers,  behaviour  and  motivations  of 
young  people  and  recognising  young 
people  at  risk. 

Training  documents  can  be  read 
online,  or  downloaded,  and  include  a 
series  of  assignments,  tests,  surveys 
and  case  studies.  The  course  takes 
about  six  hours  to  complete  and  par- 
ticipants will  receive  a  certificate  on 
satisfactory  completion. 

To  register  on  the  course  visit 
www.re-solv.org.  Further  information 
is  available  from  Jonathan  McVey,  mar- 
keting manager  at  Re-Solv  on  01785 
817885  or  e-mail  marketing@re- 
solv.org.uk 


people.  However,  he  supported  a  vol- 
untary initiative  in  which  the  pharma- 
ceutical industry  is  to  provide  40 
hours'  training  on  the  basics  of  medi- 
cines and  usage. 

Other  concerns  are  that  there 
will  be  differences  in  pricing,  with 
those  in  urban  areas  paying  less  for 


The  delivery  of  pharmacy's  contribu- 
tion to  the  NHS  national  plans  in  the 
three  home  countries  is  the  first  of  the 
three  major  issues  facing  the  profes- 
sion in  the  year  ahead,  says  the  newly 
elected  president  of  the  Royal 
Pharmaceutical  Society. 

Expectations  have  been  raised  in 
the  minds  of  health  ministers  and, 
importantly,  the  membership,  he  told 
the  Society's  Council,  which  would  be 
expected  to  deliver  results  which  sat- 
isfied all  these  groups. 

The  second  key  issue  is  the  devel- 
opment of  the  research  base.  It  should 
become  an  integral  part  of  the  way 
that  Council  develops  its  programme, 
and  underpin  the  future  development 
of  the  profession,  convincing  those 
who  demand  justification  about  the 
benefits  that  pharmacists  can  bring. 

The  third  issue, said  Mr  Davies,is  sat- 
isfying the  public  interest  expectation. 
This  comes  at  a  time  when  the  self- 
governance  of  the  profession  is  being 
closely  scrutinised. 


Spanish  smokers 
paid  to  give  up 

Smokers  in  the  Catalan  region  of  Spain 
are  to  receive  50,000  pesetas  (£190) 
from  the  regional  government  to  try 
and  help  them  kick  the  habit. 

Around  4,000  volunteers  are 
expected  to  take  part  in  the  pilot  pro- 
gramme beginning  this  week. 
Participants  must  use  the  money  to 
buy  nicotine  patches  and  gum  and 
pledge  to  give  up  smoking  for  six 
months.  Medical  checks  will  be  made 
to  check  compliance. 

A  spokesman  from  the  regional 
Department  of  Health  said  that  the 
number  of  smokers  in  the  region  had 
increased  continually  for  the  past  10 
years  and  40  per  cent  of  the  popula- 
tion were  smokers. 


medicines  than  in  rural  areas,  where 
the  provision  of  pharmacy  services  is 
also  likely  to  be  affected.  The  agree- 
ment has  set  maximum  limits  on  pre- 
scription drug  pricing  so  that  manu- 
facturers do  not  increase  prescription 
drug  prices  to  make  up  for  their 
reduced  margins  on  OTC  medicines. 


Marshall  Davies:  key  targets 


An  implication  of  these  issues  is  a 
need  for  changes  in  Council's  struc- 
ture, organisation  and  ways  of  work- 
ing, said  Mr  Davies.  "Excellent 
progress  "had  been  made  over  the  past 
two  to  three  years,  but  "the}'  were  not 
there  yet".  Council  needs  to  mod- 
ernise, he  said. 


Denmark  prepares  to  liberalise 
healthcare  this  autumn 


New  president  to  focus 
on  three  key  issues 
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THAT'S  WHY 
COMES  IN  A  WASH, 
SPRAY  AND  GEL. 


WHEN  IT  COMES  TO 
P»|]  NO  TWO  PEOPLE 
ARE  EXACTLY  THE  SAME. 


ORSODYL 


Corsodyl  is  well  known  as  a 
treatment  for  gingivitis.  But  it 
also  has  a  proven  track  record 
for  other  oral  conditions. 


For  recurrent  mouth  ulcers,  Corsodyl  Gel  is  ideal  because  it  can  be  applied  directly  to 
the  affected  area.  For  harder  to  reach  areas,  for  instance  wisdom  tooth  extraction  sites, 
Corsodyl  Spray  delivers  localised  and  accurate  treatment.  This  is  especially  suitable  if 
those  patients  experience  discomfort  when  rinsing  with  a  mouthwash.  Hardly  surprising 
Corsodyl  is  the  brand  pharmacists,  dentists  and  GPs  think  of  first. 


THE  NUMBER  ONE  TREATMENT  FOR  GINGIVITIS* 


CORSODYL 

chlorhexidine  gluconate 


Corsodyl.  Uses:  Inhibition  of  plaque;  treatment  and  prevention  of  gingivitis;  maintenance  of  oral  hyoiene;  promo-ion  of  gingi-a:  lea:  g  follow:.)  surgery;  sefu'l  ir  're 
infections.  Presentation.  Spray  and  Mint  Mouthwash:  Clear  colourless  solution  containing  0.2<to  w/v  chlorhexidire  gluconate  M  -.utl-  .ash:  Cea1  pink  soiut  on  ronu-nin 
colourless  gel  containing  1<M>w/w  chtorhexid.ne  gluconate.  Dosage  and  Administration.  Spray:  Apply  '  ..  tooth  an  j  g.  .giva:  sunV.es  and .  cersi  Jnt.  up  to  12  actus: ions  of  t 
Rinse  mouth  with  10ml  undiluted  for  one  minute  twice  daily.  Prior  to  dental  surgery,  rinse  mouth  *rith  10m.  fo  one  mine.  Sel:  Sru  i  the  feet . 


i  wifi  < 


oral  candidal  infections:  Apply  gel  directly  la  sore  areas.  For  gingivitis  use  for  a  month.  For  uttft.  oral  candidal  hfectcns,  ise  -or  4  :  hovr<  a:  er ,  in\-ai  res  '-lit  »,  C 
chlorhexidine.  Such  reactions  are,  howew.-.  extremely  rare  Precautions,  -"or  oral  use  only,  .eep  out  of  eye:  ar  ;l  ea  s  Pr-  gr  ncy  -M  lacts  .or.  Ha  avve<  e  .vent: 
recommended.  Side  effects.  Occasional  irrMtive  skin  reactions.  Extremely  rarely,  jer.erahsed  anergic  reactions  t  ch  oihex  iin  Suf  .-rfici-..:  d  col-  ur-tio  t '  the  :cc 
usually  reversible.  Transient  teste  disturbances  and  burning  sensation  of  the  tongue  may  c-eur  on  intial  use  of  the  nbi.ttn»s  ,h.  .seal!-'  *m-  'Si  -Vj  M)tn  cwit  .uee  use 
swelling.  Overdosage.  System:,  effects  are  i  -likely  after  accidental  ingestion  or  overdosage,  however  gas.rir  lavage  na\  b»  adv  vablf .  V  :dui .  I  •«««  ISam-  ers  and  Bs-. 
£4.10  'Corsodyl'  Mouthwash  (0070/0313)  300ml  (OP)  £1.S3  'Corsodyl'  Mint  Mouthwash  (0079/031  j)  300.-1!  ;.)P)  '1.93  000ml    P)  £3.f   '  .'orsoeiy'    ental  Gel 
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International  guidelines  set 
for  treating  diarrhoea 


The  first  international  guidelines 
on  the  treatment  of  acute  adult 
diarrhoea,  in  otherwise  health) 
adults,  have  been  published  in 
Alimentary  Pharmacology  and 
Therapeutics. 

Although  national  guidelines 
currently  exist  worldwide,  they  are 
inconsistent  and  sometimes  contradic- 
tory. 

Chair  of  the  panel  which  drew  up 
the  new  guidelines,  Professor  David 
Wingate  of  the  Gastrointestinal 
Science  Research  Unit,  St 
Bartholomew's  and  the  Royal  London 
School  of  Medicine  and  Dentistry, 
London,  said:  "These  new  guidelines 
for  self-medication  aim  to  produce  a 
definitive  guidance  for  health 
professionals  around  the  world  and 


eliminate  much  of  the  confusion  over 
treatment  that  currently  exists.  We 
know  that  some  patients  choose  not 
to  treat  acute  adult  diarrhoea. 

"However,  our  unanimous  view  is 
that  there  is  no  advantage  to  be  gained 
from  this." 

The  guidelines, shown  below, are  for 
use  by  pharmacists,  primary  care 
physicians,  nurses  and  agencies  advis- 
ing travellers. 

0  Oral  loperamide  is  the  treatment  of 
choice.  Older  antidiarrhoeal  drugs  are 
also  effective  in  the  relief  of  symptoms, 
but  carry  the  risk  of  adverse  effects. 

#  Oral  rehydration  solutions  do  not 
relieve  diarrhoea,  and  confer  no  added 
benefits  for  adults  who  can  maintain 
their  fluid  intake. 

#  Probiotic  agents  are,  at  present, 


limited  in  effic  icv  and  availabihn 

#  Antimicrobial  drugs,  available 
without  prescription  in  some  coun- 
tries, are  not  generally  appropriate  for 
self-medication,  except  for  travellers 
on  the  basis  of  medical  advice  prior 
to  departure. 

#  Medical  intervention  is  recom- 
mended for  the  management  of  acute 
diarrhoea  in  the  frail,  the  elderly  (over 
75  years),  persons  with  concurrent 
chronic  disease,  and  children. 

#  Medical  intervention  is  required 
when  there  is  no  abatement  of  the 
symptoms  after  48  hours, 
or  when  there  is  evidence  of 
deterioration  such  as  dehydration, 
abdominal  distension,  or  the 
onset  of  dysentery  (pyrexia>38.5  deg 
C  and/or  bloody  stools). 


Drug  may  slow  Parkinson's  disease 


The  drug  pramipexole  (Mirapexin), 
currently  used  to  address  the  symp- 
toms of  Parkinson's  disease,  may  slow 
its  development. The  drug  is  marketed 
by  Pharmacia. 

Preliminary  findings  of  laboratory- 
tests  appear  to  mark  a  potential  break- 
through in  treating  the  degenerative- 
brain  illness. 

Researchers  led  by  neurologist 
Anthony  Schapira,  of  the  Royal  Free 
and  University  College  Medical 
School,  London,  found  that  the  drug 
may  protect  brain  cells  from  dying. 

"There's  nothing  at  the  moment  that 


alters  the  course  of  Parkinson's  dis- 
ease. If  this  drug  is  shown  to  be  pro- 
tective, then  I  think  the  emphasis 
would  shift  to  prescribing  it  as  early  as 
possible  in  the  course  of  the  disease," 
he  told  a  meeting  of  the  American 
Academy  of  Neurology  in 
Philadelphia. 

All  existing  drugs  treat  only  the 
symptoms  of  Parkinson's  disease,  but 
not  the  actual  condition,  which  is  char- 
acterised by  difficulty  in  walking, 
movement  and  co-ordination. 

The  research  involved  inducing 
Parkinson's  in  human  cells  in  a  dish 


and  challenging  them  with  pramipex- 
ole. Cell  death  was  reduced  by  about 
half. 

If  the  results  can  be  duplicated 
in  humans,  it  could  significantly  alter 
the  way  doctors  treat  Parkinson's 
disease.  "If  it  does  slow  the  progres- 
sion, that  changes  the  dynamics 
of  what  you're  going  to  do,"  said 
Dr  Abraham  Lieberman,  medical  direc- 
tor of  the  National  Parkinson 
Foundation. 

"The  implications,  if  carried 
through  on  humans,  are  major,"  he 
said. 


Arthritis  drag  may  relieve  psoriasis 


The  monoclonal  antibody  infliximab  - 
currently  used  as  a  treatment  for 
rheumatoid  arthritis  and  Crohn's  di>- 
ease  -  could  potentially  have  a 
role  in  treating  the  skin  disease  psoria- 
sis, according  to  a  report  in  The 
Lance!. 

Pso  iasis  affects  1-3  per  cent  of  the 
population,  and  a  quarter  of  patients 
have  moderate  to  severe  disease. 

A  research  study  led  by  Prof  Alice 


Gottlieb  of  UMDNJ-Robert  Wood 
Johnson  Medical  School,  New  Jersey, 
resulted  in  clear  or  almost  clear  skin 
four  weeks  alter  patients  were  treated. 
The  trial  involved  33  patients  with 
moderate  to  severe  plaque-type  psoria- 
sis, who  were  treated  with  infliximab 
Smg/kg,  or  infliximab  lOmg/kg  >r 
intravenous  placebo. 

Nine  out  of  1 1  patients  (82  per 
cent)  in  the  low  dose  infliximab 


responded  so  well  that  their  skin  was 
given  a  good,  excellent  or  clear  rating. 
The  higher  dose  patients  fared  even 
better,  with  10  out  of  11  patients  (91 
per  cent)  showing  similar  improve- 
ments. Only  two  out  of  11  (18  per 
cent)  of  those  on  the  placebo  had  skin 
improvements. 

There  were  no  serious 
adverse  effects  and  infliximab  was 
well  tolerated. 


The  Gluco Watch  Biographer 
looks  like  a  wristwatch 

Late  diagnosis  of 
diabetes  blamed 
for  early  deaths 

Two  thirds  of  people  with  diabetes 
could  be  dying  early  because  the  diag- 
nosis is  being  made  too  late,  says 
Diabetes  UK. 

Type  2  diabetes  is  not  being  taken 
seriously  enough,  with  the  result  that 
thousands  of  people  die  prematurely 
from  heart  attacks,  strokes  and  kidney 
disease.  The  typical  sufferer  has  had 
the  disease  for  9-12  years  before  it  is 
diagnosed  and  treatment  starts,  said 
the  charity. 

About  1.4  million  people  are  receiv- 
ing treatment  for  diabetes,  and  the  fig- 
ure is  expected  to  double  by  the  end 
of  the  decade  as  more  people  suffer 
from  weight  problems  and  the  num- 
bers of  elderly  in  the  population 
increase. 

The  charity  is  calling  for  better 
screening  of  at-risk  patients  and  better 
public  education  to  recognise  the 
symptoms. 

A  new  GlucoWatch  Biographer 
from  Cygnus,  which  looks  like  a  wrist- 
watch  and  measures  levels  of  blood 
glucose  collected  through  the  skin, 
creates  an  electronic  diary  of  4,000 
glucose  readings. 

The  monitoring  device  costs  ±250  + 
£•50  for  a  pack  of  16  autosensors  and  is 
not  available  on  the  NHS  or  through 
pharmacies.  It  is  approved  for  adult 
diabetics  and  training  is  needed  to  use 
it. 

It  was  featured  on  the  Richard 
and  Judy 'TV  programme  and  people 
asking  about  it  should  be  referred 
to  the  Cygnus  information  line:  0800 
028  5256. 
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Thank  you 
Mrs  Teasmold 

Thank  you 
Mr  Purves. 

Thank  you 
everyone  in 
Barnsbury. 

Thank  you.... 


Enter  the  UniChem  Great  Business 
Awards  now  for  fame,  fortune, 
a  gala  dinner  and  a  fantastic 
convention  trip  for  two. 

It  could  be  you.  You  could  be  presented  with  the  overseas 
convention  trip.  Or  you  could  be  collecting  a  £1000  holiday. 
And  you  could  be  enjoying  it  all,  including  the  gala  dinner 
and  hotel  accommodation,  compliments  of  UniChem. 

You  could  -  if  you  enter. 


TO  JOIN  OUR  SHORTLIST  OF  CANDIDATES,  SIMPLY  TICK  THE  BOXES  IN  AS  MANY 
CATEGORIES  AS  YOU  WISH,  AND  FAX  THIS  FORM  TO  UNICHEM  ON  020  8391  9694. 

Promoting  the  Business        Category      □  Do  y°u  run  healthcare 

Which  of  the  following         D  .  n  discussion  groups?  YES/NO 

,  ,f  .        Promotional  LJ 

have  you  used  to  publicise  Have  yQU  estab|isned  ||nks 

your  business  in  the  last  2      Building  Relationships  wlth  Community  Nurses? 

years:  in  the  Community  YES/NO 

Newspapers  □  How  frequently  do  you 

Local  radio  □  review  the  changing  Are  you  involved  in  any 

Magazines   □  nature  of  the  community  other  community 

r»      j        n  ,     ,  initiatives? 

Door  drops  U  you  work  in?  p,ease  specify:  

Others   Monthly  □    Quarterly  □   

Have  you  had  articles  ^wice  a  ^ar  S  Business  Development 

published  in  the  local  constantly     lj  Hqw 

long  have  you 

paper  about  your  _  ,  ,  owned  your  pharmacy: 

u  ->  uccima  Do  you  offer  any  of  the  ,  i— i    _  r-i 

pharmacy?  YES/NO  ,  ./  '  1  year  U    2  years  U 

following  community  ,  ,  'r— , 
3-4  years  U 

Have  you  created  your          services:  '  |— , 
own  web-site  to  promote      Nursing  home  monitored         ver  years 
the  business?  YES/NO           dosage  □  Prescription  Have  you  ever  done  a  re- 
How  do  you  use  it?              collection  and  launch  of  the  pharmacy? 
Price  offers  □  Advice  □      delivery  service      □  YES/NO 

Oxygen  deliveries  U  ,_„_.,  +u„ 

| — |  Have  you  expanded  the 

How  often  do  you  change     Other  U  size  of  your  pharrnacy? 

your  shop  window  Please  specify:   YES/NO 

display?  

Have  you  invested  in  IT 

Do  you  use  it  to  reflect:        Are  there  any  otner  Management  systems? 

Seasonal  products  □  specific  community  YES/NO 

Price  offers  U  services  you  provide? 

TV  promoted  products  l_l 
Professional  services 
Patient  information  D 

Have  you  involved  yourself 
Do  you  make  use  of  point-    jn  the  local  community  via 
of-sale  material  in  your         sponsorship?  YES/NO 
shop?  YES/NO 
Is  this: 

Directional  □ 


\lame 


Address  of  business 


3ostcode 


.Telephone . 


Account  No. 


iervice  +  innovation  +  excellence  +  partnership      Delivering  Healthcare 

intry  is  open  to  all  independent  pharmacists.  The  Awards  will  be  independently  judged 
The  closing  date  for  entries  is  August  31st  2001  The  decision  of  the  judges  is  final  and  no 
lorrespondence  will  be  entered  into  concerning  the  results 

JniChem  Ltd,  UniChem  House  Cox  Lane,  Chessington,  Surrey  KT9  1SN. 


UniChem 


OME 


SHAPELY 

NEW 
ARRIVALS 

Lanes  are  proud  to  announce  the  arrival  of  two  new  family  members, 
Herbaltrim  and  Aquaban.  These  two  shapely  additions  to  the  thriving 
Lanes  product  portfolio  are  set  to  make  a  big  impact  - 
which  will  reflect  on  your  figures  as  well  as  your  customers'. 

For  further  information  or  to  place  an  order  contact  Lanes  sales  department  on  01452  507458 
or  email  sales@laneshealth.com.  Alternatively  contact  your  local  wholesaler. 


www.laneshea1th.coi  si 


Herbal 


WHftPYOU 

® '  ghi  fat 
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ements  come  in 


gelatin-free  capsul 


Brunei  Healthcare  is  launching  a 
range  of  gelatin-free  soft  capsule  food 
supplements  in  the  UK. 

Vertese  gelatin-free  capsules  have 
been  developed  in  Switzerland  by 
SwissCaps.The  gels  arc  soft  capsules 
based  on  potato  starch,  making  them 
suitable  for  vegetarians,  certain  ethnic 
and  religious  groups  and  non-red 
meat  eaters. 

The  range  comprises  four 
supplements  -  evening  primrose  oil, 
vitamin  E,  garlic  and  cod  liver  oil. 

Vertese  Evening  Primrose  Oil  is 
from  a  plant  with  a  high 
concentration  of  GLA  (12  per  cent  of 
the  total  fatty  acids).  It  is  available  in 
500mg  (rsp  £3.49)  and  lOOOmg  (rsp 
£5.99)  capsules. 

Vertese  High  Strength  Natural 


Vitamin  E  capsules  contain  4()0iu  of 
natural  vitamin  E  (rsp  £5.19).  Brunei 
Healthcare  savs  natural  vitamin  E. 


Taking  the  worry  out  of  drug  doses 


W+W  Medsystems  is  launching  a 
Swedish  drug  dispenser  into  UK 
pharmacies. 

The  Dosett  weekly  organiser  is 
designed  to  aid  effective  treatment  by 
helping  people  to  control  their  drug 
doses  -  taking  the  right  dose  at  the 
right  time. 

The  dispenser  is  suitable  for  active 
people  who  take  vitamins  or 
preventative  drugs,  as  well  as  for  old 
and  infirm  people  on  medication. 

It  is  already  sold  in  the  USA, 
Canada.Australia, Japan  and  Northern 

Herbal  eye  drops  are  a 
natural  for  pharmacies 

VXL  is  introducing  its  natural  herbal 
eye  drops  into  pharmacies.  Optician's 
Choice  Herbal  Eye  Drops  were 
previously  only  sold  through 
opticians. 

The  product  is  designed  to  cool  the 
eyes.  Used  as  a  wetting  agent,  it  can 
provide  relief  from  sove,  itchy,  tired 
and  irritated  eyes  Retail  price  is 
£3.99. 
VXL  sid. 

Tel:  020  8689  1788. 


Europe.  It  was  also  used  in  the 
Russian  Space  Agency's  clinical  trials 
on  board  the  MIR  Space  Station. 

The  organiser  is  divided  into  four 
compartments  for  each  day  of  the 
week  with  times  clearly  marked. 

Available  in  three  sizes  to  hold 
different  quantities  of  tablets,  it  comes 
in  a  range  of  colours  and  features  a 
child  safety  lock. 

Retail  prices  are £3.99  (Mini),£9.49 
(Medi)and£l4.99(Maxi). 
W+W  Medsystems. 
Tel:  0M84  667822. 

Something  to  chew  over 

Myplan  is  introducing  chewable 
tablets  for  lactose  intolerance. 

Milkaid  tablets  are  chewable, 
raspberry  flavoured,  300fcclu 
strength  tablets.The  tablets 
supersede  Lactaid  products,  which 
have  been  discontinued.  Retail  price 
is  £12.99  for  1 20  in  a  sealed  drum. 
9  Liquid  enzyme  drops  for  treating 
cows'  milk  will  be  introduced  later 
this  year. 
Myplan  Ltd. 
Tel:  016845  40441. 


which  acts  as  an  antioxidant,  has  been 
shown  to  be  twice  as  effective  as 
synthetic  vitamin  E. 

Vertese  High  Strength  Odour 
Controlled  Garlic  350mg  capsules 
(rsp£3T9)  provide  850ug  of  allicin  to 
help  maintain  normal  cholesterol 
levels  in  the  blood. 

Vertese  Cod  Liver  Oil  capsules 
contain  natural  source  vitamins  A  and 
D.The  supplement  is  formulated  to 
provide  the  essential  fatty  acids  that 
help  to  maintain  supple  and  flexible 
joints.  It  comes  in  55()mg  (rsp  £2.49) 
and  lOOmg  (£3.19)  capsules. 

All  the  capsules  are  100  per  cent 
vegetable  based,  GM  free  and  have 
not  been  tested  on  animals. 
Brunei  Healthcare. 
Tel:  0117  946  5511. 

Walk  on  air  to  help 
reduce  DVT  risk 

Parkside  Healthcare  is  launching  a 
compact  pedalling  device  to  help 
reduce  the  risk  of  travel  related  deep 
vein  thrombosis. 

Sky  Walker  was  invented  by  a 
leading  vascular  surgeon  to  provide 
exercise  for  prolonged  sitting  during 
flights.  It  is  designed  to  help  improve 
blood  circulation,  prevent  swollen 
ankles  and  feet  and  relieve  numb  and 
tired  legs. 

The  foldable  device  is  small  enough 
to  fit  into  a  travel  bag  and  store  in  a 
seat  pocket.  Retail  price  is £6.00. 
Parkside  Healthcare. 
Tel:  0161  795  2792. 


N  BRIEF 


Braun  monitor  wins  award 
Braun's  Precision  Sensor  blood  pres- 
sure wrist  monitor  has  been  awarded 
a  prize  for  "the  most  innovative  med- 
ical measuring  and  diagnostic  instru- 
ment" by  the  HG  Creutzfeldt  Institute 
of  Kiel.  Braun  will  incorporate  the 
t.vard  logo  on  the  packaging. 
Braun  UK. 

Tel:  020  8560  1234. 


Bottled  feeds? 
No  hassle 

Chemist  Brokers  is  launching  a  pre- 
sterilised  disposable  infant  feeding 
bottle  into  pharmacies  this  summer. 

Steri-bottle  is  a  single  use,  rigid 
infant  bottle  designed  to  avoid  the 
need  for  sterilisation  before  use. 
Once  filled,  the  bottle  self-seals  to 
ensure  no  contamination  and  is 
thrown  away  after  use. 

The  bottle  is  manufactured  under 
strict  hygiene  conditions  and  is 
sterilised  by  an  electronic  process. 
It  is  designed  to  provide  a  safe 
feeding  system,  eliminating  the  risk 
of  upset  tummies. 

The  individually  wrapped  bottles 
are  particularly  suitable  for  holidays 
and  whenever  feeding  infants  away 
from  home. 

Made  of  strong  plastic,  the  bottle 
is  available  in  two  sizes  with  a 
choice  of  teats  suitable  for 
newborns  to  three  months  and 
infants  over  three  months. 

A  Steri-daptor  can  be  used  to 
express  breastmilk  into  the  bottle 
from  most  standard  breast  pumps.  It 
can  also  be  expressed  into  the 
bottle  and  frozen  for  another  day. 

A£l  million  marketing 
programme  including  advertising  in 
parenting  magazines  and  a  radio 
campaign  will  support  the  launch. 

Independent  pharmacies  will  be 
able  to  order  the  product  through 
Enterprise,  UniChem,  Numark  and 
CBS  Genios  from  early  July. 

Retail  prices  are  £1.89  for  125ml 
(4  pack)  £1.99  for  250ml  (4  pack) 
and  £9.99  for  24  pack. 
Chemist  Brokers  Ltd. 
TeL-  02392  222500. 
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SUPERMARKET  SWEEP 


Average  unit  price 


Asda 

26th  May  2001   2nd  June  2001 


Sainsbury's 

26th  May  2001    2nd  June  2001 


Tesco 

26th  May  2001   2nd  June  2001 


Nurofen  tablets  16s 

1.14 

1.14 

1.15 

1.16 

1.14 

1.14 

1            '  1 

Anadin  Extra  16s 

2.15 

2.15 

2.15 

2.15 

1.29 

1.29 

Anadin  Ultra  on  TV 

Rennie  24s  peppermint 

1.26 

1.26 

1.69 

1.69 

1.19 

1.19 

\A/hitohnll  1  ft  hnrnirtrl&Q  it  ci  innArTinn 
VVIIEIcMUll   LUU'JlUKHiCS   10    .  ■  ,  . i.m.'m  1 1 

Benylin  Chesty  Cough 
125ml  non-drowsy 

2.71 

2.71 

3.39 

3.39 

3.40 

3.40 

Anadin  Ultra  with  a  £1.2  million  TV 
campaign  from  June  1 8  until  the  end 

Sanatogen  Gold  A-Z  90s 

4.98 

4.97 

9.99 

9.99 

4.97 

4.98 

of  July.  The  brand  will  also  sponsor 

Calpol  Sugar  Free 
10X5ml  sachets 

1.37 

1.37 

2.75 

2.75 

2.76 

2.75 

the  Anadin  Ultra  Lotus  Elise  in  the 
Autobytel  Lotus  Championship  2001 . 

Vicks  Vaporub  50g 

2.99 

2.99 

2.99 

2.99 

2.99 

2.99 

Whitehall  Laboratories  Ltd. 

E45  cream  50g  tube 

1.85 

1.85 

1.89 

1.89 

1.85 

1.85 

Tel:  01628  669011. 

A  weekly  review  of  data  from  Information  Resources,  which  shows  how  key  grocers  are 
reacting  to  the  abolition  of  RPM 


Heartburn  remedy  gets 
the  interactive  treatment 


Roche  Consumer  Health  is  using 
cutting  edge  technology  in  TV 
advertising  to  support  its  Rennie  Duo 
heartburn  treatment  this  summer 

A£l. 5  million  interactive  TV 
campaign  combines  four  camera 
techniques,  including  thermal 
imaging  and  night-time  vision. 

Viewers  who  have  access  to  the 
interactive  function  can  click  on  their 
remote  control  to  get  help  with 
heartburn  and  find  out  more  about 
the  science  behind  the  brand. 


The  commercial  features  a  man 
tossing  and  turning  as  the  pain  of 
heartburn  makes  it  difficult  for  him  to 
get  a  good  night's  sleep. 

The  oesophageal  area  affected  by 
heartburn  glows  red  to  indicate  his 
burning  discomfort. 

The  campaign  is  designed  to 
educate  the  public  on  what  really 
happens  when  heartburn  strikes.  It 
will  run  until  July  2. 
Roche  Consumer  Health. 
Tel:  01707  366000. 


Ask  your  pharmacist 


Nut  allergy  worries  bring  parents 
into  pharmacies  this  week 


Parents  worried  about  children 
developing  peanut  allergies  from 
eczema  products  have  been  seeking 
advice  on  ingredients  from 
pharmacists  this  week. 

This  follows  press  coverage  of 
research  suggesting  a  link  between 
the  number  of  children  who  are 
allergic  to  nuts,  and  arachis 
(peanut  oil)  used  in  skin 
treatments  for  eczema  (Cc-DJune  9. 
page  6). 

•  Eczema  product  manufacturers 
are  keen  to  stress  that  the  following 
products  do  not  contain  arachis 


•  E45  range  of  dermatological  emol- 
lients 

•  Unguentum  M  cream 

•  Balneum  and  Balneum  Plus  bath 
oils  and  creams 

•  Aveeno  range 

•  Eucerin  range 

•  Oilatum  range  (Oilatum  Cream 
was  reformulated  in  January  when  the 
arachis  oil  was  replaced  with  liquid 
paraffin) 

The  Skin  Care  Campaign  p<  lints  out 
that  products  that  do  contain 
peanut  oil  include  zinc  & 
castor  oil  barrier  cream  and  Hewletts 
Cream. 


Fresh  appeal 

Lever  Faberge  is  reformulating 
TimoteiWild  Herb  shampoo  to 
contain  extracts  of  camomile,  lemon 
balm,  rosemary, sage,  horsetail  and 
marshmallow. 

The  shampoo  is  intended  to  give  a 
long-lasting  clean  feel  and  the 
conditioner  is  formulated  to  detangle 
and  strengthen  the  hair. 

The  relaunch  will  be  supported  by 
press  advertising,  posters,  radio  and  a 
1 4  million  sachet  sampling  campaign 
in  July. 

Lever  Faberge. 
Tel:  020  8481  6000. 


IN  BRIEF 


Hay  fever  advice  online 
Kimberly-Clark  is  running  its  Kleenex 
Hayfever  Survival  website  again  to 
help  hay  fever  sufferers  survive  the 
summer,  www.hayfeversurvival.co.uk 
includes  tactics  for  hay  fever  survival, 
gardening  hint,  tips  to  minimise  the 
symptoms,  and  hay  fever-friendly  hol- 
iday destinations. 
Kimberly-Clark  Ltd. 
Tel:  01732  594000. 

Smoothing  the  way 
Adams  is  supporting  its  Hall 
Soothers  with  a  £5m  marketing  pro- 
gramme, including  a  radio  campaign 
this  month  and  press  advertising 
until  November. 
Adams. 

Tel:  02380  620500. 


Super-striker  keeps  Physio  on  the  ball 


Lever  Faberge  has  signed  Paulo  Di 
Canio.West  Ham  United's  Italian 
super-striker,  to  star  in  a  £-4  million 
national  TV  campaign  for  its  Physio 
Sport  brand. 

The  footballer  plays  the  latest  in 
the  series  of  Physio  Sport  Little 
People  in  a  football-themed 
commercial  designed  to  appeal  to 
sports-loving  males. 


Di  Canio  is  digitally  transformed 
into  a  pint  sized  figure  with  a 
normal  sized  head  in  the 
commercial  which  features 
the  newest  Physio  Sport  variant  - 
Vital  Instinct. 

PoS  material  is  available  to  support 
the  brand  in-store. 
Lever  Faberge. 
Tel:  020  8481  6000. 


ON  TV  NEXT  WEEK 


Anadin  Ultra:  All  areas 


Aqua  Protect  plaster:  All  areas 


Beconase  Hayfever:  i 


Benadryl  Allergy  Relief:  All  areas  except  GTV,  u,  STV,  c,  CTV,  TSW,  Sat 

Clearasil:  htv,  ctv,  w,  m,  lwt,  car,  C4 


Daktarin  Gold:  C4,Sat 


Imperial  Leather  dancing  duck:  Ml  areas 


Nivea  for  Men:  C4,  Sat 


Physio  Sport:  All  areas 


Regaine:  Sat 


Sensodyne  toothpaste:  Ml  areas 


Wella  ViVOlity:  All  areas  except  GMTV,  TSW 


Witch  Skirscare:  All  areas 


Pharmasrte  for  next  week:  Clantyn  -  window.  Clarityn 
Canesten  Hydrocortisone  -  Dispensary  


In-store. 


A  Anglia  B  Border,  C  Central,  C4  Channel  4,  C5  Channel  5,  CAR  Carlton, 
CTV  Channel  Islands,  G  Granada,  GftflTV  Breakfast  Television,  GTV  Grampia 
HTV  Wales  &  West,  LWT  London  Weekend,  IVS  Meridian,  Sat  Satellite,  STV 
Scotland  (central),  TT  TyneTees,  U  l  ister.  W  Westcomitry,  Y Yorkshire 
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COilferCIlC- 


The  European  Union  is  setting  its 
sigh  is  on  a  greater  harmonisation  of 
medicines  by  2010. 

This  will  fit  in  with  a  European  con- 
stitution and  single  currency  that  will 
be  in  place  by  that  time,  a  European 
Commission  director  has  promised. 
Last  week  saw  the  draft  texts  on  phar- 
maceutical policy  and  legislation 
being  sent  to  member  states  for  fur- 
ther consultation. 

One  of  the  key  features  is  to 
strengthen  the  mutual  recognition 
procedure  so  that  one  member  state's 
approval  of  a  drug,  or  a  drug  switch 
from  prescription  to  non-prescription 
status,  is  actively  recognised  across  the 
Union.  The  EU  is  also  proposing  to 
draw  up  a  list  of  active  substances  for 
which  harmonised  summaries  of  prod- 
uct characteristics  (SPCs)  can  be 
developed.  Other  areas  that  will  be 
addressed  are: 

•  consumer  advertising  and  the 
access  patients  should  have  to  medi- 
cines information 

'#  data  protection  on  patented  prod- 
ucts to  allow  generics  to  be  intro- 
duced more  swiftly 

•  the  establishment  of  a  herbal  medi- 
cinal products  committee  as  part  of 
the  European  Medicines  Evaluation 
Agency  (EMEA). 

Outlining  the  European  plans,  Dr 
Paul  Weissenberg,  director  for  the  sin- 
gle market,  management  and  legisla- 
tion for  consumer  products  in  the 
Commission's  enterprise  directorate- 
general,  said  that  by  2010,  there  will  be 
25  to  27  member  states. 

"In  2010  we  will  have  a  European 
constitution.  In  2010  we  will  have  one 
European  single  currency.  In  2010,  we 
will  be  more  closely  bound  than  is  cur- 
rently the  case,  irrespective  of  the 
model  of  integration." 

Part  of  the  process  will  be  to  decide 
what  should  be  done  at  a  European 


The  37th  annual  meeting  of  the  European  OTC 
manufacturers'  association,  AESGP,  in  Rome  last  week 
looked  at  the  developing  role  of  self-care  and 


self-medication 


Europe  aims  for  closer 
mes  harmonisation 


me™ 


level  and  what  should  be  left  to  the 
member  ,.  An  intergovernmental 
conference  is  scheduled  for  2004  to 
draw  a  clear  borderline  with  relation 
to  pharmaceutical  legislation  But 
shaping  the  new  legislation  will  be  a 

w  ider,  clearer  vision"  taking  into 
account  the  member  states'  and 
Commission's  responsibilities  both  to 
healthcare  and  to  foster  industry  com- 
petitiveness within  the  Community. 

Currently,  there  is  a  "considerable 
diversity  of  approach",  he  said  We 
should  try  to  bring  together  the  two 
policy  areas  of  health  and  enterprise 
policy, often  dealt  with  in  isolation,  in  a 
more  joined  up' way." 

This  is  seen  as  particularly  impor- 
tant in  the  area  of  self-medication, 
where  the  social  and  economic  value 
of  responsible  self-medication  is 
increasingly    recognised.  However: 

The  way  forward  must  avoid  the 
impasse  in  the  debate  of  price  control 
for  state  health  services'  versus  'single 
market  free  circulation  of  goods',"  he 
said. 

There  are  five  main  goals  for 
European  pharmaceutical  policy  on 
which  member  states,  industry  and  the 
European  Parliament  agree: 
®  to  guarantee  a  high  level  of  health 


Rome  and  the  Vatican  are  no  strangers  to  weighty 
deliberations  with  major  implications  for  the  future 


protection  for  the  public  and  make 
safe,  innovative  products  available  to 
patients  as  quickly  as  possible 

•  to  guarantee  tighter  surveillance  of 
the  market  and  strengthen  pharma- 
covigilance  procedures 

•  completing  the  internal  market  for 
pharmaceuticals 

•  setting  up  a  framework  to  foster 
the  competitiveness  of  European 
industry  so  that  companies  are  willing 
and  able  to  put  medicine  at  affordable 
prices  on  the  market 


•  meeting  the  challenges  of  EU 
enlargement. 

Advertising  was  one  area  where  Mr 
Weissenberg  felt  that  the  current  legal 
situation  is  very  restrictive".  But  he 
added  that:  "Additional  amendments 
to  the  current  advertising  rules  foresee 
the  deletion  of  the  prohibited  indica- 
tions for  non-prescription  medicines. 
Once  a  medicine  is  classified  as  suit- 
able for  use  without  a  medical  pre- 
scription, it  could  also  be  possible  to 
advertise  it  to  the  public' 


Depression  -  could  it  be  a  new  OTC  indication? 


AESGP  is  to  start  considering  a  range 
of  new  indications  that  could  be  con- 
sidered suitable  sunt  lies  from  pre- 
scription medicines  to  over  the 
counter  medicines. 

Among  them  could  be  depression, 
migraine,  asthma,  diabetes  and  gout, 
suggested  John  Ball,  vice  president, 
global  category  management  at  Pfizer 
Warner  Lamben  Consumer 
Healthcare.  The  basis  of  the  potential 
OTC  indications  are  long  term  condi- 
tions and  recurrent,  semi-chronic  con- 
ditions. 

Claiming  wide  stakeholder  support, 
Mr  liall  added  that  these  new  indica- 
tions lay  at  (he  heart  of  moving  the 
-ell-medication  industry  forward. 
However,  he  acknowledged  that  new 
indications  would  mean  that  appropri- 


ate adverse  event  reporting  proce- 
dures would  need  to  be  in  place. 

Aidan  O'Shea  president  ol  the 
Pharmaceutical  Group  of  the 
European  Union,  showed  some  reluc- 
tance to  handing  to  pharmacists  and 
patients  the  treatment  of  diseases 
which  have  up  to  now  been  managed 
by  doctors.  He  thought  there  was  con- 
siderable danger  in  going  in  this  direc- 
tion, not  just  through  liability,  but  .'No 
in  terms  of  responsibility  and  compe- 
tence. Rather,  he  felt  that  the  manage- 
ment and  monitoring  of  these  sorts  of 
diseases  in  the  long  term  should  be  the 
competence  of  the  doctor. 

Dr  Deion  Human,  secretary  genera 
of  the  World  Medical  Association, 
seemed  opposed  to  making  more  pre- 
scription to  non-prescription  switch 


es.  "More  healthcare  products  in  the 
self-care  market  -  that  makes  no  sense 
to  me  at  all,"  he  said.  "More  products 
would  make  patients  more  confused 
and  would  not  improve  their  health. 

Reporting  on  discussions  held  in  a 
conference  workshop,  Mr  Ball  said: 
"We  believe  that  there  should  be  a 
vehicle  for  health  professionals  to  be 
involved  in  post-switch  reporting.  The 
pharmacist  could  be  involved,  but  to 
do  so  we  would  need  to  set  up  a  frame- 
work. We  think  it  could  be  a  critical 
part  of  the  pharmacist  's  role." 

The  workshop  also  produced  the 
idea  of  including  a  reporting  card  in 
the  OTC  pack,  along  with  the  patient 
inform  ition  k  iflet  to  allow  the  con- 
sumer to  alert  the  manufacturer  or  reg- 
ulatory bodies  to  any  adverse  effect. 


Dr  Simon  Fradd  of  the  Doctor 
Patient  Partnership  supported  the  pos- 
sibility of  patients  self-reporting 
adverse  events,  as  relying  on  doctors  to 
report  meant  there  was  a  filter  system. 

However,  Dr  Philippe  Brunet,  head  of 
the  pharmaceutical  unit  at  the 
European  Commission's  enterprise 
directorate-general  was  less  support- 
ive. He  suggested  that  a  pan-European 
reporting  system  might  be  very  slow  in 
assessing  what  patients  were  reporting. 

Dr  Alan  Wade  of  CPS  suggested  that 
a  better  way  would  be  to  get  patients 
to  register  when  they  start  an  OTC 
medicine,  then  to  send  them  a  struc- 
tured questionnaire  sometime  after- 
ward to  see  how  they  got  on  with  the 
drug.  This  would  provide  information 
on  adverse  events  and  efficacy. 
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Putting  the  patient  at  the 


While  the  health  professions  and 
industry  are  starting  to  put  the  patient 
at  the  centre  of  healthcare,  they 
should  also  be  aware  that  the  patient 
may  not  always  want  to  have  that 
power  or  be  seen  as  the  driving  force. 

Instead,  they  may  want  more  sup- 
port, suggested  Janne  Graham,  an 
advocate  for  patient  rights  and  a  mem- 
ber of  the  Australian  Pharmaceutical 
Advisory  Council. 

Referring  to  the  "territory  demarca- 
tion wars"  that  were  still  be  going  on 
between  professions,  Ms  Graham 
pointed  out  that  it  was  patients  the 
stakeholders  were  fighting  over."It  has 
very  little  to  do  with  what  we  want," 
she  said.'But  if  we  are  really  to  put  the 
patient  at  the  centre,  we  have  to  find 
out  what  the  consumer  wants. 

"The  reality  is  that  most  of  the  time, 
we  do  not  get  the  support.  Doctors  are 
too  busy  to  do  a  medical  review. 
Pharmacists  are  too  busy  with  their 
retail  business  to  give  advice.  The  evi- 
dence is  that  we  get  new  medicines  all 
the  time  without  advice." 

Juliet  Seifert,  executive  director  of 
the  Association  of  the  Australian  Self- 
Medication  industry,  said  that  the  infor- 
mation given  to  patients  has  to  be  per- 
formance-based. Work  in  Australia  is 
looking  at  the  issue  of  defining  the 
sorts  of  information  required  that 
modify  the  behaviour  of  the  con- 
sumers, so  that  the  patient  makes  best 
use  of  a  medicine. 

Part  of  this  is  looking  at  information 
provision  via  the  Internet. "One  of  the 
issues  is  how  we  brand  information.  Is 
the  branding  of  the  website  going  to 
be  effective  in  leading  consumers  to 
use  that  site  effectively?"  she  asked. 
"Information  design  is  an  exercise  in 
its  own  right.  We  have  to  develop 
expertise  in  this  area." 

Among  the  aims  that  have  to  be 
reached  are  making  the  information 
easy  to  find,  easy  to  read  and  easy  to 
put  into  practice. 
The  Medicines  Control  Agency  and 


the  Association  of  the  British 
Pharmaceutical  Industry  will  be  dis- 
cussing how  to  define  "information"  in 
the  context  of  providing  health  infor- 
mation to  the  public. 
One  of  the  problems  is  what  infor- 


mation the  public  should  have  access, 
suggested  Mark  Clough.a  lawyer  with 
Ashurst  Morris  Crisp  and  adviser  to 
supeninig.com.  With  publications 
such  as  The  Lancet  and  BMJ  available 
online,  the  public  has  access  to  much 


Janne  Graham  (left),  patient  advocate  and  member  of  the 
Australian  Pharmaceutical  Advisory  Council  and  Aidan 
O'Shea,  president  of  the  Pharmaceutical  Group  of  the 
European  Union 


more  detailed  information  than  would 
normally  appear  in  an  advert. 

I)r  Philippe  Brunet.of  the  European 
Commission's  directorate  general  for 
enterprise,  took  this  point  further: 
"How  do  we  get  the  same  level  of 
information  everywhere''  Should  it  be 
something  that  the  industry  does  on  a 
European  basis  or  should  it  be  left  to 
the  member  states  authorities'" 

The  Danish  and  Spanish  health  min- 
istries have  launched  health  portals  on 
the  Internet.  Pharmaceutical  Group  of 
the  European  Union  president  Aidan 
O'Shea  saw  this  as  a  "progressive  step" 
as  it  gave  a  kite  mark'  to  the  informa- 
tion, that  only  a  professional  organisa- 
tion can  give. 

Professor  Hilko  Meyer,  University  of 
Frankfurt,  commented  on  the 
prospect  of  Internet  health  services: 
"I'm  convinced  that  the  face  to  face- 
contact  and  advice  of  the  pharmacist 
cannot  be  digitalised  without  serious 
consequences  for  the  patient,"  he  said. 
He  also  pointed  out  that  conflict  of 
free  movement  of  goods  and  services 
within  the  EU  had  to  be  addressed 
alongside  the  issue  of  safety. 


Review  of  OTC  advertising  needed 


The  revision  of  European  pharmaceu- 
tical legislation  will  be  an  opportunity 
to  look  at  elements  such  as  advertis- 
ing, AESGP  president  Dr  Alessandro 
Banchi  indicated. 

"We  hope  that  this  will  be  the  occa- 
sion to  get  rid  of  some  of  the  outdated 
requirements  with  regard  to  advertis- 
ing restrictions  in  the  area  of  non-pre- 
scription medicines,"  he  said.  He  wel- 
comed the  proposals  to  extend  the 
scope  of  products  which  may  be  part 
of  the  centralised  licensing  procedure. 

"This  will  be  of  particular  impor- 
tance for  manufacturers  contemplat- 
ing moving  a  medicine  from  prescrip- 


tion to  non-prescription  status,"  he 
said. 

"We  are  also  not  opposed  to  the 
establishment  of  European  SPCs,  and 
we  have  suggested  to  the  heads  of 
agencies  to  start  in  our  sector  with  the 
harmonisation  of  SPCs  for  the  class  of 
single  ingredient  oral  forms  for  anal- 
gesic medicinal  products' 

As  part  of  a  general  move  to  review 
suitability  for  product  switching, 
AESGP  has  been  contracted  by  the 
European  Commissions  directorate- 
general  for  health  and  consumer  pro- 
tection to  carry  out  a  study  on  infor- 
mation needs  for  medicines. 


There  is  to  be  a  focus  on  new  indica- 
tions for  self-medication  and  AESGP  has 
set  up  a  task  force  to  provide  a  "sound 
scientific  basis"  for  them.  Claims  made 
for  food  products  and  food  supple- 
ments are  also  coming  under  scrutiny. 
One  of  the  next  steps  will  be  to  clarify 
claims  allowed  for  food  products. 

Last  month,  the  EC  issued  a  discus- 
sion paper  on  nutritional  and  health 
functional  claims.  It  has  also  indicated 
that  another  paper  on  health  claims  is 
likely  to  follow.  "It  is  possible  that 
through  all  these  activities  the  border- 
line between  medicines  and  food  may 
be  redefined,  said  Dr  Banchi 
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dosage  right 


Christine  Clark,  an  independent  pharmaceutical  consultant  and  lecturer  in  pharmacy 
practice  at  Liverpool  John  Moores  University,  offers  advice  to  ensure  patients  apply  the 
correct  amount  of  topical  treatments  for  eczema  and  psoriasis 


Wk    J|  any  people  with  dry 
lm  Jl  and  scaly  skin 

1  ma  I  conditions  are  classed 
I  We  I  as  non-responders  to 
!  \ "i    i  topical  treatmenl,  but 
recent  research  suggests  that  this  is 
often  the  result  of  incorrect  (or 
ineffective)  use  of  the  products. 
Community  pharmacists  are 
ideally  placed  to  ensure  patients 
get  the  best  out  of  their  treatment. 

Dry,  scaly  skin  is  a  prominent 
feature  of  two  of  the  most  common 
skin  conditions  -  psoriasis  and 
eczema.  Skin  scales  are  often  shed 
profusely  in  psoriasis,  causing 
considerable  embarrassment  and 
distress  in  our  appearance- 
conscious  society,  while  dry  skin 
may  crack  and  bleed  and  make  it 
difficult  to  carry  out  routine  tasks  or 
to  do  some  jobs. 

Psoriasis  is  a  chronic  condition 
affecting  up  to  2  per  cent  of  the  UK 
population.  The  most  common 
form  is  chronic  plaque  psoriasis,  in 
which  plaques  -  areas  of  skin  that 
are  thickened,  red  and  scaly  - 
occur  commonly  on  the  shins, 
knees,  elbows  and  trunk.  Psoriasis 
can  also  affect  the  flexures  and  80 
per  cent  of  sufferers  have  it  on  the 
scalp.  Different  treatments  are 
required  according  to  the  areas 
affected. 

Psoriasis  can  start  at  any  age 
and  it  may  come  and  go 
throughout  life.  The  cause  is  not 
fully  understood,  but  it  is  known 
that  there  is  hyper-proliferation  of 
skin  cells  and  that  T-lymphocytes 
play  a  central  role.' 


Lassar  paste  being  applied  to  a  patient  with  psoriasis 


Eczema  or  dermatitis  affect  5-15 
per  cent  of  children  and  up  to  1 0 
per  cent  of  adults.  Like  psoriasis,  it 
tends  to  run  an  unpredictable 
course.  Atopic,  irritant  and  allergic 
eczema  are  the  most  common 
forms. 

All  types  of  eczema  involve  red, 
dry,  sore,  scaling  patches  and 
profound  itching.  There  may  also 
be  blisters  that  burst  and  weep, 
and  the  skin  may  be  lichenified 
(thickened)  as  a  result  of  constant 
scratching. 

Although  the  cause  of  eczema  is 
not  fully  understood,  there  appears 
to  be  a  defect  in  the  proriuaion  of 


the  lipids  that  hold  skin  cells 
together.  This  weakens  epidermal 
barrier  function,  with  the  result  that 
more  water  is  lost  and  irritants 
and/or  allergens  can  enter  more 
easily.2 

Furthermore,  the  skin  of  patients 
with  even  mild  atopic  eczema  is 
colonised  by  large  numbers  of  the 
pathogen  Staphylococcus  aureus. 
This  organism  releases  a 
"superantigenic"  toxin  that 
penetrates  she  damaged  skin  and 
triggers  a  powerful  inflammatory 
response,  resulting  in  the 
characteristic  features  of  eczema.3 

Topical  treatment  is  the  first 


Diabetes:  the  renal  risk 

Ways  of  preventing  renal 
failure  in  diabetes.  IV 

Case  study 

How  a  communication  failure 
led  to  excessive  warfarin 
levels  in  a  patient  VII 


THE  COLLEGE  OF 
PHARMACY  PRACTICE 

This  course  (module  1204), 
in  association  with  multiple 
choice  questions  being 
published  in  c&d  july  1 4 , 
provides  one  hour  s 
continuing  education 


OBJECTIVES 


•  To  understand  why  dry,  scaly 
skin  is  a  prominent  feature  in 

psoriasis  and  eczema 
®  To  appreciate  why  a  range  of 
topical  formulations  may  be 
needed  to  treat  dry,  scaly  skin 
•  To  be  aware  of  the  types  of 
topical  treatment  available 
®  To  know  how  to  advise 
patients  on  correct  dosage  and 
appication  of  topical  preparations 


choice  for  both  eczema  and 
psoriasis.  Emollients  and  steroids 
play  a  role  in  both  conditions.  In 
addition,  patients  with  eczema 
may  require  topical  antibiotic  or 
antifungal  preparations,  or  even 
steroid-antibiotic  combinations, 
while  vitamin  D3  analogues,  coal 
tar  and  dithranol  are  used  in 
the  treatment  of  psoriasis. 
Different  formulations  may  be 
needed  for  different  sites,  for 
example,  o  cream  for  the  trunk 
and  limbs  and  scaip  solution  for 
the  scalp. 

It  is  clear,  therefore,  that  patients 
with  dry,  scaly  skin  conditions 

Continued  on  P!i  -» 
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often  require  several  products  for 
use  in  varying  quantities  on 
different  areas  of  the  body.  This 
can  cause  confusion,  leading  to 
incorrect  or  non-compliance. 

Emollients 

Emollients  are  important  in 
restoring  the  pliability  and 
cosmetic  appearance  of  the  skin 
and,  in  psoriasis,  they  are 
important  adjuncts  to  treatment,  as 
they  reduce  irritation  and  help  to 
reduce  troublesome  skin  flaking. 

In  eczema,  it  is  now  known  that 
emollients  also  restore  the 
"epidermal  barrier"  and  may  also 
have  local  anti-inflammatory 
actions.2  In  addition,  studies  have 
shown  steroid-sparing  effects,  that 
is,  the  same  effect  can  be  achieved 
with  a  lower  dose  of  steroid  if 
effective  emollient  therapy  is  used 
a)  the  same  time.4 

Poor  responses  in  eczema  may 
be  due  to  insufficient  use  of 
emollients:  in  one  recent  study, 
emollient  therapy  was  explained 
and  demonstrated  to  the  parents  of 
children  with  eczema.5  During  the 
1 2-week  study  emollient  use  was 
increased  from  85g  to  590g;  the 
eczema  severity  score  (SASSAD) 
fell  from  33  to  4  and  steroid  use 
declined. 

Other  practical  measures  can 
contribute  to  the  effectiveness  of 
emollient  therapy,  such  as 
ensuring  that  baths  are  warm, 
but  not  hot,  and  patting  skin 
instead  of  rubbing.  Both 
measures  prevent  the  exacerbation 
of  itching. 

To  get  the  best  response, 
patients  may  need  a  selection  of 
emollient  products,  for  example,  a 
heavy  emollient  for  dry  skin  on  the 
limbs  and  a  lighter  product  for 
the  face,  combined  with 
ointments  for  night-time  use  and 
emollient  bath  oil  and/or  a  soap 
substitute.6 

Some  patients  find  it  helpful 
to  use  an  emollient  that  contains 
a  humectant  such  as 
Aquadrate,  Eucerin  or 
Nutraplus,  which  contain  urea, 
or  Neutrogena  Dermatological 


Cream  which  contains  glycerine. 

Emollients  have  few  side  effects, 
although  some  patients  are  allergic 
to  or  irritated  by  ingredients  in 
certain  products.  Given  the  wide 
variety  of  formulations,  patients 
may  often  have  to  try  more  than 
one  to  find  the  best  to  suit  their 
needs  and  preferences. 

Steroids 

Topical  corticosteroids  are  used  to 
reduce  skin  inflammation  in  both 
eczema  and  psoriasis.  However, 
over-use  of  potent  steroids  can 
lead  to  skin-thinning,  steroid- 
induced  rosacea  (on  the  face)  and 
rebound  psoriasis  when  the 
treatment  is  stopped. 

For  psoriasis,  topical 
corticosteroids  can  be  prescribed 
under  certain  circumstances,  but 
their  use  must  be  restricted  and 
closely  supervised.  The  British 
Association  of  Dermatologists 
(BAD)  recently  published 
guidelines  for  the  management  of 
psoriasis  that  included  specific 
recommendations  on  the  use  of 
topical  steroids  (see  box). 

Steroids  are  widely  prescribed  in 
eczema,  as  a  means  of  bringing 
inflammation  under  control.  Some 
experts  recommend  the  use  of 
steroid-antibiotic  combinations  to 
break  the  cycle  of  inflammation 
and  skin  damage  at  two  points.' 
The  combination  is  logical  as 
research  suggests  that  the 
response  to  steroids  may  be 
reduced  in  the  presence  of 
Staphylococcus  aureus.1 

Overtly  infected  eczema  should 
be  treated  with  a  steroid/antibiotic 
combination  as  steroid  treatment 
alone  is  likely  to  make  the 
infection  worse.8  If  staphylococcus 
aureus  colonisation  without  overt 
infection  is  a  problem  -  and  the 
research  discussed  above  shows 
that  even  mild  grade  II  eczema  is 
likely  to  harbour  the  bacterium  - 
then  a  steroid/  antibiotic 
combination  should  be 
considered. 

The  guiding  principles  of 
treatment  are  to  use  a  steroid  of 
suitable  potency  for  the  area  or 
lesions  to  be  treated,  to  apply  the 
product  sparingly,  and  to  limit 


Applying  topical  treatment 
Where  What 


How 
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BAD  Guidelines  for  the 
corticosteroids14 


management  of  psoriasis  -  topical 


No  topical  steroid  should  be  used  regularly  for  more  than  four  weeks 
without  critical  review 

©  Potent  corticosteroids  should  not  be  used  regularly  for  more  than 
seven  days. 

®  No  unsupervised  repeat  prescriptions  should  be  made:  patients 
should  be  reviewed  every  three  months 

•  No  more  than  100g  of  a  moderately  potent  or  higher  potency 
preparation  should  be  applied  pe>  month 

•  Attempts  should  be  mode  to  rotate  topical  corticosteroids  with 
alternative  non-corticosteroid  preparations 

•  Use  of  potent  or  very  potent  preparations  should  be  under 
dermatological  supervision 

®  The  fingertip  unit  is  a  measure  that  helps  patients  io  know  how  much 
ointment  or  cream  to  apply. 


the  use  to  the  shortest  time  needed 
for  a  clinically-acceptable  effect. 

Vitamin  D3  analogues 

Two  topical  vitamin  D3  analogues 
are  currently  available  - 
calcipotriol  (Dovonex)  and 
tacalcitol  (Curatoderm),  which  act 
mainly  by  inhibiting  epidermal  cell 
proliferation  and  enhancing  cell 
differentiation.  Calcipotriol  is  the 
most  widely  prescribed  topical 
treatment  for  plaque  psoriasis.  It  is 
easy  to  use  and  more  effective  than 
short-contact  dithranol,  tar  and 
tacalcitol 9  and  potent  topical 
steroids.10 

Calcipotriol  cream  and  ointment 
should  be  applied  thickly,  twice 
daily,  in  order  to  get  the  maximum 
therapeutic  effect.  However,  in 
practice,  many  patients  are  not 
aware  what  quantities  are 
sufficient.  A  recent  study  has 
shown  that  when  an  optimal 
amount  is  applied,  about  two 
thirds  of  apparent  non-responders 
derive  significant  benefits." 

It  can  take  up  to  eight  weeks  for 
the  full  therapeutic  effect  to  be 
seen.  Calcipotriol  does  not  atrophy 
the  skin  with  long-term  use.  It 
sometimes  causes  a  mild 
irritation,  but  this  is  usually 
transient. 

Coal  tar 

Coal  tar  has  aeen  used  to  treat 
psoriasis  for  ,nany  years,  either 
alone  or  corntined  with  other 


topical  treatments  and/or  UVB. 
Over  the  counter  preparations 
contain  0.2-4  per  cent  and 
prescription  products  contain 
higher  concentrations.  Coal  tar  is 
effective  in  some  patients  with  mild 
psoriasis  and  one  recent  study 
showed  that  a  coal  tar  preparation 
was  more  efficacious  than  an 
emollient  alone. |;  Fears  about  the 
potential  carcinogenicity  of  coal  tar 
products  have  not  been  borne  out 
in  practice,  but  there  is  a  risk  of 
sensitisation  to  ultra-violet  light. 

Dithranol  (Anthralin) 

Dithranol  has  been  the  mainstay  of 
in-patient  psoriasis  treatment  for 
many  years,  particularly  in 
combination  with  coal  tar  and  UVB 
(the  "Ingram  regimen").  Dithranol 
is  believed  to  act  through  inhibition 
of  DNA  synthesis.  It  is  extremely 
irritant  and  contact  with  normal 
skin  must  be  avoided  as  it  will 
stain  and  may  cause  severe 
blistering.  Short-contact  dithranol 
regimens,  in  which  dithranol  is 
applied  to  lesions  for  15-60 
minutes  and  then  washed  off,  are 
generally  more  acceptable  than 
the  traditional  regimens. 

Improving  effectiveness 

As  routine  treatment  may  involve  a 
mixture  of  topical  products,  it  is 
important  to  ensure  that  the 
patients  understand  the  role  of 

Continued  onPlV^ 
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CRIBING  INFORMATION 

■  to  Summary  of  Product  Characteristics  before 
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BICORT®  100/6  TURBOHALER®  SYMBICORT®  200/6 
30HALER®  (budesonide/eformoterol) 
;ntations:  Dry  powder  inhaler  Symbicort  100/6 
ohaler  Each  inhalation  containing  metered  doses 
alent  to  100mcg  budesonide  Turbohaler  and  6mcg 
roterol  Turbohaler  Symbicort  200/6  Turbohaler  Each 
ation  containing  metered  doses  equivalent  to  200mcg 
sonide  Turbohaler  and  6mcg  eformoterol  Turbohaler 
Treatment  of  Asthma  where  the  use  of  a  combination 
led  corticosteroid  and  long  acting  beta-agonist)  is 
>priate.  Symbicort  100/6  Turbohaler  is  not  appropriate 
itients  with  severe  asthma  Dosage  and  Administration: 
fs  (including  elderly):  1-2  inhalations  twice  daily  Not 
ded  for  the  initial  management  of  asthma  Dose  should 
idividualised.  If  an  individual  patient  requires  dosages 
de  recommended  regimen,  appropriate  doses  of  beta- 
ist  and/or  corticosteroid  should  be  prescribed  When 
btoms  are  controlled,  titrate  to  the  lowest  effective  dose, 
h  could  include  a  once  daily  dosage.  Adolescents/ 
Iren  Not  recommended,  Contra-lndications,  Warnings 
Precautions  etc.:  Contraindications  Hypersensitivity 
jdesonide,  eformoterol  or  inhaled  lactose.  Warnings 
Precautions:  If  treatment  is  ineffective  or  there  is  a 
ening  of  the  underlying  condition,  therapy  should  be 
;essed.  Sudden  and  progressive  deterioration  in  control 
ires  urgent  medical  assessment.  Patients  should  have 
rescue  medication  available  at  all  limes.  Therapy  should 
>e  initiated  during  an  exacerbation.  As  with  any  inhaled 
;osteroid,  systemic  effects  may  occur  particularly  at  high 
s  prescribed  for  long  periods.  Caution  when  transferring 
nts  from  oral  corticosteroids  or  in  a  situation  likely  to 
uce  stress  (e.g.  elective  surgery).  Observe  caution  in 
nts  with  thyrotoxicosis,  phaeochromocytoma,  diabetes 
itus,  untreated  hypokalemia,  or  severe  cardiovascular 
rders.  As  with  other  beta2-agonists,  hypokalaemia  may 
at  high  doses.  Particular  caution  recommended  in  acute 
re  asthma  as  this  effect  may  be  potentiated  by  xanthine- 
/atives,  steroids,  diuretics  and  hypoxia.  Monitor  serum 
ssium  levels.  Hypokalaemia  may  increase  the  disposition 
irds  arrhythmias  in  patients  taking  digitalis  glycosides  In 
etic  patients,  consider  additional  blood  glucose  monitoring. 
factions  Concomitant  treatment  with  ketoconazole  or 
f  CYP3A4  inhibitors  should  be  avoided.  Not  to  be  given 
beta  adrenergic  blockers  (including  eye  drops)  unless 
e  are  compelling  reasons.  Concomitant  administration 
quinidine,  disopyramide,  procainamide,  phenothiazmes, 
listamines  (terfenadine),  MAOIs  and  TCAs  can  prolong 
QTc-interval  and  increase  the  risk  of  ventricular 
ythmias.  L-Dopa,  L-thyroxine,  oxytocin  and  alcohol  can 
air  cardiac  tolerance.  Concomitant  administration  with 
DIs  including  agents  with  similar  properties  such  as 
zolidone  and  procarbazine  may  precipitate  hypertension. 
;  of  arrhythmias  in  patients  receiving  anaesthesia  with 
igenated  hydrocarbons  Pregnancy  and  Lactation: 
uld  only  be  used  when  the  benefits  outweigh  the 
intial  risks.  Side-effects:  Side  effects  include  headache, 
>itations,  tremor,  Candida  infections  in  the  oropharynx, 
ghing,  hoarseness,  tachycardia,  muscle  cramps,  agitation, 
lessness,  nervousness,  nausea,  dizziness,  sleep 
jrbances,  skin  rash  and  pruritus.  Very  rarely,  psychiatric 
ptoms,  hypersensitivity  reactions,  angina  pectoris, 
erglycaemia,  taste  disturbance  and  variations  in  blood 
Bsure.  As  with  other  inhalation  therapy,  paradoxical 
ichospasm  may  occur  in  very  rare  cases.  Basic  NHS 
be:  Symbicort  100/6  Turbohaler:  £33.00  Symbicort  200/6 
bohaler:  £38.00  Legal  Status:  POM.  Product  Licence 
:  Symbicort  100/6  Turbohaler-  PL  17901/1091  Symbicort 
:/6  Turbohaler:  PL  17901/0092  Name  and  address  of 
duct  Licence  Holder:  AstraZeneca  UK  Ltd,  Home  Park, 
gs  Langley,  Herts  WD4  8DH, 
le  of  Preparation:  May  2001. 
ymbicort  and  Turbohaler  are  registered  trade  marks  of  the 
raZeneca  group  of  companies, 
further  information  contact  AstraZeneca  UK  Ltd,  Home 
k,  Kings  Langley,  Herts.  WD4  8DH,  AstraZeneca 
iephone  0800  783  0033. 
MB  01  8807 


New  S; 

straZeneca 


It  could 
change  the 
way  you  took 
at  asthma 

therapy 


Symbicort's  maintenance  dose 
can  be  adjusted*  up  or  down  to 
match  the  fluctuations  in  a  patient's 
chronic  asthma  symptoms  —  without 
the  need  to  prescribe  a  new  inhaler. 

*  Please  refer  to  the  Summary  of  Product  Characteristics. 
(1-4  inhalations  daily  -  maximum  of  2  inhalations 

taken  od  or  bd). 
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each  product  and  how  to  use  it 
properly.  Research  repeatedly 
shows  that  patients  are 
disappointed  with  topical 
treatment,  and  yet  many 
treatments  are  used  inappropriately 
because  instructions  have  been 
forgotten  or  confused.  As  the  recent 
study  with  calcipotriol 
demonstrated,  "non-responders" 
can  be  converted  to  responders  by 
giving  them  suitable  guidance." 

Community  pharmacists  can 
help  by  ensuring  that  products  are 
used  on  the  correct  area(s)  of  the 
body  and  that  the  correct 
quantities  are  used.  Recipients  of 
repeat  prescriptions  for  topical 
steroids  should  be  encouraged  to 
seek  review  with  their  GP. 

One  way  to  ensure  that  products 
are  used  correctly  is  to  make  a 
"treatment  map":  use  a  simple 
body  chart  and  shade  or  colour  in 
the  areas  to  be  treated  with  the 
various  products.  Photocopies  can 
be  given  to  patients. 

Use  of  the  correct  quantities  can 
be  tackled  by  reminding  psoriasis 
patients  that  calcipotriol  and 
emollients  should  be  used 
generously,  whereas  steroids 
should  be  used  sparingly. 

However,  these  are  rather 
imprecise  directions  that  can  mean 
very  different  things  to  different 
people.  One  method  that  has  been 
found  helpful  in  practice  is  to 
convert  the  quantity  required  to 
"finger-tip  units"  (FTUs).  This  is 
commonly  used  to  describe  the 
quantity  of  a  topical  steroid  cream 
or  ointment  required  and  is  the 
amount  covering  the  distance  from 


the  tip  of  the  patient's  index  finger 
to  the  first  joint  as  the  preparation 
is  squeezed  out  of  the  tube.  The 
advantage  of  this  measure  is  that  it 
automatically  adjusts  for  the  size 
of  the  patient.  The  table  shows  the 
usual  amounts  needed  for  topical 
steroids. 

The  FTU  measure  is  based  on 
the  assumption  that  tubes  have  a 
standard  nozzle  diameter  (5mm). 
Some  topical  steroid  creams  are 
available  in  pump  dispensers,  in 
which  case  one  "pump"  is 
equivalent  to  two  FTUs. 

Children  require  smaller 
quantities.  Specialised  guidance 
should  always  be  sought,  but  a 
rough  guide  is  that  a  four  year  old 
would  need  one  third  of  the  adult 
amount  and  a  six-month  old  child 
would  need  about  one  quarter. 

Topical  steroids  on  their  own 
should  be  used  on  an  intermittent 
basis  to  control  acute  disease 
flares.  This  reduces  the  risk  of 
developing  tachyphylaxis  and 
minimises  the  risk  of  other  side 
effects.  For  some  patients  with 
psoriasis,  combining  steroids  and 
calcipotriol  may  be  beneficial  and 
for  some  patients  with  eczema, 
combined  steroid/antibiotic 
regimens  are  effective. 

Calcipotriol  must  be  applied 
thickly,  twice  daily,  and  a  recent 
study  calculated  the  maximum 
amount  of  cream  or  ointment  that 
could  practically  be  used  in  a  real- 
life  situation."  This  corresponded 
to  0.5g  cream  or  ointment  per 
1 00  sq  cm  -  equivalent  to  one 
FTU  and  around  three  times  the 
amount  recommended  when  using 
a  topical  steroid.  As  psoriatic 
plaques  tend  to  be  well 


demarcated,  it  is  relatively  easy  to 
compare  them  with  a  1 0x1 0  cm 
square  and  work  out  how  much 
cream  or  ointment  will  be  needed 
to  deliver  an  effective  dose  of 
calcipotriol.  Another  useful  guide 
for  the  patient  is  to  work  out  the 
number  of  tubes  of  cream/ointment 
that  they  should  be  using  over  a 
given  period  -  say,  a  week  for 
steroids  and  a  month  for 
emollients  or  specific  psoriasis 
treatments. 

Conclusions 

For  treating  dry  and  scaly  skin 
conditions,  the  right  quantity  of 
product  must  be  applied  in  the 
right  piace,  at  the  right  frequency 
to  maximise  its  effectiveness.  As 
dermatological  treatment  has  to  be 
individualised,  there  is  an 
important  role  for  the  community 
pharmacist  in  patient 
education  and  in  monitoring 
treatment. 
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ACTION  PLAN 


1 .  List  in  your  practice 
workbook  some  of  the  products 
you  stock  to  treat  dry  skin. 

2.  Now  list  their  major  active 
ingredients.  Try  to  classify  them 
according  to  these  ingredients. 

3.  Devise  a  list  of  alternatives 
to  offer  patients  who  find  a 

specific  product  ineffective.  Share 
this  list  with  your  counter  staff. 
In  your  experience,  how 
important  is  the  base  of  an 
emollient  preparation?  Keep  this 
in  mind  when  counter  prescribing 
a  skin  preparation. 
4.  List  in  your  practice 
workbook  potent  and  very  potent 
topical  steroids.  Do  you  see  many 
prescriptions  from  your  local  GPs 
for  these  products?  Bearing  in 
mind  the  BAD  guidelines,  which 
suggest  these  should  be 
prescribed  only  under 
dermatological  supervision,  what 
actions  can/  should  you  take? 
Practise  measuring  a  finger  tip 
unit  (perhaps  from  a  tube  of 
aqueous  cream).  Show  your 
counter  staff.  Use  this  practice  as 
a  guide  when  discussing 
application  of  the  preparations 
used  for  treating  the  conditions  in 
this  article. 
5.  Relate  the  BAD  guidelines  to 
prescriptions  you  receive  over  the 
next  month  for  psoriatic  patients. 
How  frequently  do  you  find  these 
guidelines  broken?  What  should 
you  do  about  it? 


calcipotriol 


Adult  Prescribing  Guide 


100cm2 

(=  1  fill  grid) 


0.5g  calcipotriol  will  cover  approximately  loocr 
psoriatic  skin 

adapted  from  Osborne  IE.  Hutchinson  PE.  Br  I  Dermatol  2000;  utflSupp  57):  63-64. 
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etes:  the  renal  risk 

I)r  Mike  Mead  reports  on  ways  of  reducing  kidney  damage  and  on  the  results  of 
a  study  into  the  use  of  Irbesartan  in  preventing  nephropathy 


n  a  previous  article  (C&D,  April 
7,  pl-IV)  we  discussed  the 
cardiovascular  risk  of  diabetes. 
While  cardiovascular  disease 
is  the  main  cause  of  morbidity 
and  mortality  in  people  with 
diabetes,  renal  failure  is  one  of  the 
other  serious  major  complications. 

Kidney  damage  due  to  diabetes 
-  diabetic  nephropathy  -  is 
common.  About  a  third  of  patients 
with  type  1  diabetes  develop 
nephropathy,  as  do  about  a 
quarter  with  type  2  diabetes. 
Diabetic  nephropathy  is  the  reason 
for  over  a  quarter  of  all  patients 
requiring  dialysis  or  renal 
transplants,  and  diabetic 
nephropathy  is  the  commonest 
cause  of  end-stage  renal  failure  in 
the  developed  world. 

Reasons  for  risk 

We  have  an  empirical 
understanding  of  the  natural 
history  of  diabetic  nephropathy. 
The  most  important  factor  to  note 
is  that  the  condition  develops 
slowly.  In  type  1  diabetes  it  is  rare 
to  have  proteinuria  (a  marker  of 
nephropathy)  in  the  first  five  to  1 0 
years  after  diagnosis,  then  the 
incidence  of  nephropathy  begins  to 
accelerate  up  to  about  20  years 
after  diagnosis.  Afterwards  there  is 
a  long,  slow  progression  of  renal 
deterioration  over  many  years, 
providing  us  with  a  golden 
opportunity  to  prevent  if. 

Patients  with  type  2  diabetes  are 
usually  older  (and  may  already 
have  co-existing  renal  impairment 
from  another  cause)  but  the 
progress  to  diabetic  nephropathy 
may  still  be  prevented.  Many 
patients  with  type  2  diabetes  may 
not  have  been  diagnosed  for  years 
and  may  already  have  proteinuria. 

Not  all  patients  with  diabetes 
develop  nephropathy  and  we 
know  there  is  a  genetic 
susceptibility.  In  the  future  we 
may  be  able  to  target  high-rib  - 
groups. 

At  first  the  patient  and  his/her 
carers  will  be  unaware  of  any 
kidney  damage.  The  first  sign  is 
the  leakage  of  a  tiny  amount  of 
albumin  -  micro-albuminuria  - 
which  is  undetected  on  a  normal 
urine  testmo  strip  for  proteinuria. 
Slowly  the  imcro-albuminuria 
becomes  frank  proteinuria 
detected  on  our  urine  testing 
strips  and,  finally,  again  afier  a 
considerable  time,  the  true 
aephropathy  develops  and 
neads  rewards  end-stage 
enal  failure. 


Urine  testing 

All  people  with  diabetes  are 
counselled  on  icsting  their  urine. 
This  is  usually  equated  with  testing 
the  urine  for  glucose,  for  example, 
using  the  Diabur  test  or  Diastix 
strips.  Blood  glucose  monitoring 
is,  however,  now  the  rule  and 
assessing  urine  glucose  has 
become  less  important. 

Ketones  in  the  urine  are  not 
routinely  tested,  although  it  is 
important  to  test  for  these  if 
someone  with  diabetes  is  unwell 
to  check  for  the  potentially  serious 
keto-acidosis. 

Testing  for  protein  (for  example, 
with  Albustix)  is  often  not  given  the 
prominence  it  deserves. 
Proteinuria,  in  the  absence  of  a 
urinary  tract  infection  (check 
midstream  urine  before  attributing 
proteinuria  to  diabetic  renal 
disease),  is  an  important 
prognostic  sign,  both  for  the 
development  of  nephropathy  and 
cardiovascular  complications. 

The  presence  of  proteinuria  is  a 
major  predictor  of  the  development 
of  cardiovascular  disease.  Testing 
the  urine  for  protein/micro- 
albuminuria  should  be  a  key  focus 
of  any  follow-up  programme. 

As  micro-albuminuria  is  the 
earliest  sign  of  renal  impairment 
and  precedes  proteinuria,  it  would 
seem  logical  to  test  at  least 
annually  for  micro-albuminuria. 
Screening  programmes  are  now 
being  introduced.  Currently  most 
GPs/nurses  send  urine  away  to  the 
hospital  for  micro-albuminuria 
testing,  although  urine  testing 
strips  are  available. 

A  key  message  is  the  importance 
of  testing  the  urine  for 
proteinuria/micro-albuminuria.  If 
you  wait  for  blood  tests  (that  is,  the 
serum  creatinine)  to  detect  renal 
impairment,  by  the  time  you  see  a 
small  rise  (for  example,  to  a  serum 
creatinine  of  150  micromol/l),  at 
least  half  the  patient's  kidney 
function  will  be  lost. 

Nephropathy  prevention 

Once  the  early  stages  of  renci 
impairment  have  been  detected, 
what  can  be  done  to  prevent 
nephropathy?  Three  possible 
interventions  have  an  excellei ■: 
evidence  base: 

•  Improving  glycoemic  contrs)* 
Trials  (such  as  the  diabetes 
complications  and  control  trial  ; 
have  demonstrated  that  improving 
glycaemic  control  can  reduce  the 
risk  of  developing  micro- 


albuminuria and  proteinuria. 
Unfortunately,  even  with  good 
glycaemic  control,  nephropathy 
may  still  progress  once  developed. 
©  Lowering  blood  pressure 
Raised  blood  pressure  is  common 
in  people  with  diabetes  -  70  per 
cent  of  those  with  type  2  diabetes 
have  a  blood  pressure  greater  than 
1 40/90mmHg.  Yet  we  know  from 
studies  like  the  UK  Prospective 
Diabetes  Study2  that  hypertension 
is  a  key  factor  in  the  development 
of  microvascular  and 
macrovascular  complications. 

Micro-albuminuria  is  much 
more  common  in  patients  with 
hypertension  than  in  those  with 
normal  blood  pressure.  We  also 
know  that,  in  type  1  diabetes, 
hypertension  is  correlated  with 
diabetic  nephropathy  and  that  tight 
blood  pressure  control  will  delay 
the  progression  from  micro- 
albuminuria to  nephropathy.  More 
recently  studies  have  suggested  a 
similar  effect  in  type  2  diabetics. 

The  British  Hypertension  Society 
blood  pressure  target  for  patients 
with  diabetes  is  less  than 
140/80mmHg.  But,  recognising 
the  increased  risk  of  hypertension 
in  those  with  nephropathy,  if 
nephropathy  is  present  the  target  is 
even  lower  (in  the  case  of  type  1 
diabetes  <130/80mmHg). 

To  prevent  nephropathy  we  are 
looking  at  aggressive  blood 
pressure  reduction,  usually  with 
multiple  antihypertensive  therapy. 
•  Use  of  ACE  inhibitors  and 
angiotensin  II  antagonists 
In  the  case  of  patients  with  type  1 
diabetes,  it  has  been  shown  that 
ACE  inhibitors  have  a  specific 
renoprotective  effect  in  delaying 
progression  from  micro- 
albuminuria to  nephropathy,  in 
addition  to  any  blood  pressure 
lowering  effect.  In  type  2  diabetes 
it  has  not  been  clear  whether  ACE 
inhibitors  have  any  specific 
renoprotective  action  beyond  their 
ability  to  lower  blood  pressure. 

However,  the  PRIME  (Program 
for  Irbesartan  Mortality  and 
Morbidity  Evaluation)  study  has 
recently  reported,  looking  at  the 
effect  of  irbesartan  treatment  in 
preventing  nephropathy  and  the 
progression  of  micro-albuminuria 
to  proteinuria  in  type  2  diabetics. 
PRIME  showed  that  treatment  with 
Irbesartan,  an  angiotensin  II 
antagonist,  can  prevent  the 
progression  of  nephropathy  in 
pat  ents  with  existing  proteinuria. 

Irbesartan  prevented  all  cause 
mortality  an<  the  progression  of 
nephropathy  in  terms  of  doubling 


:;IEJ 


Urine  tests  are  one  way  of 
determining  blood  glucose  levels 

of  serum  creatinine  and 
occurrence  of  end  stage  renal 
disease  (dialysis,  renal 
transplantation  or  serum  creatinine 
greater  than  or  equal  to  6mg/dl) 
by  20  per  cent  compared  with 
placebo  and  by  23  per  cent 
compared  with  amlodipine. 
300mg  Irbesartan  significantly 
reduced  the  progression  from 
micro-albuminuria  to  overt 
proteinuria  by  70  per  cent. 

The  renoprotective  effect  of 
Irbesartan  was  independent  of  its 
effect  on  blood  pressure  control.  In 
terms  of  preventing  diabetic 
nephropathy  and  protecting 
against  further  deterioration  in 
patients  with  established 
nephropathy,  the  angiotensin  II 
antagonists  seem  to  have  an 
exciting  future. 

Role  of  the  pharmacist 

Pharmacists  will  inevitably  have  a 
wider  role  in  monitoring  diabetes  in 
the  future,  in  partnership  with  other 
health  professionals.  The  National 
Service  Framework  in  diabetes, 
scheduled  for  this  year,  will  set 
standards  in  diabetes  care  which 
will  be  difficult  to  achieve  given  the 
staffing  crisis  in  primary  care. 

As  pharmacists  move  towards 
more  preventative  care,  meeting 
the  challenges  of  diabetes  will  be  a 
key  task.  Preventing  diabetic 
nephropathy  and  the  need  for 
dialysis  and  renal  transplants  is  a 
priority  for  the  patient,  and  saves 
resources. 

References 

/  Diabetes  Control  and 
Complications  Trial  Group.  The 
effect  of  intensive  complications  in 
insulin-dependent  diabetes 
mellitus.  N  Engl  J  Med  1993:329:977- 
86 

2  UK  Prospective  Diabetes  Study 
Group.  Tight  blood  pressure  control 
and  the  risk  of  macrovascular  and 
microvascular  complications  of 
diabetes.  UKPDS38.  BMJ  1998: 
317:703-13. 


VI  Chemist  &  Druggist  1 6  JUNE  2001 


The  price  of  independen 


Mary  Allen,  FRParmS,  explains  how  an  elderly  lady's  warfarin  dose  crept  dangerously  high  after  a  breakdown  in 
communication 


Jane  Wilson  is  a  frail  85- 
year-old  widow  living 
alone.  Her  only  son  is 
abroad.  She  takes  several 
medicines  to  control  her 
cardiovascular  problems.  About  six 
months  ago,  Jill  agreed  to 
dispense  Mrs  Wilson's  medicines 
into  a  labelled  Dosett  box  to  allow 
her  home  care  assistants,  who 
visited  their  client  each  morning 
and  evening,  to  supervise  the 
administration  of  her  medicines. 

Jill  made  some  suggestions  to 
Mrs  Wilson's  GP  which  would 
allow  a  change  from  four  times 
daily  medicines  administration  to 
twice  daily,  to  coincide  with  the 
care  assistants'  visits.  She  also 
discovered  that  Mrs  Wilson  had 
been  taking  her  diuretics  (formerly 
labelled  "as  directed")  at  night. 
After  this  had  been  changed  to 
morning  dosing,  Mrs  Wilson  found 
she  was  sleeping  better  and  no 
longer  needed  sleeping  tablets. 

Mrs  Wilson  was  on  maintenance 
doses  of  around  3mg  warfarin. 
The  senior  care  assistant  always 
contacted  Jill  after  Mrs  Wilson's 
eight-weekly  visits  to  the  anti- 
coagulant clinic  to  inform  her  of 
any  changes.  These  were  put  into 
effect  immediately  in  her  Dosett 
box,  with  the  GP's  co-operation. 
The  system  had  been  working  well 
for  over  six  months. 

Before  the  introduction  of  Mrs 
Wilson's  Dosett  box  and  home 
care  support,  there  had  been  grave 
concerns  about  her  medication. 
Although  her  prescribed  monthly 
quantities  were  synchronised,  she 
always  ran  short  of  some,  but  had 
too  much  of  others,  suggesting 
that  in  her  confusion  she  was 
taking  some  medicines  twice  and 
others  not  at  all. 


Hospital  admission 

A  few  days  before  Jill  went  on 
holiday,  Mrs  Wilson's  son  came 
into  the  pharmacy.  He  told  her  that 
he  had  returned  home  because 
Mrs  Wilson  was  in  hospital.  She 
had  been  unwell  with  a  chest 
infection,  which  had  resulted  in  a 
fall.  The  hospital  had  been  unable 
to  obtain  one  of  her  regular 
medicines  and  had  sent  him  down 
to  Jill's  pharmacy  to  collect  her 
next  Dosett  box.  He  told  her  that 
his  mother  was  making  a 
reasonable  recovery  and  that  the 
hospital  staff  were  reviewing  some 
of  her  medicines  while  they  were 
able  to  monitor  her  progress. 

He  thanked  her  for  her  support 
over  the  previous  months  and  said 
he  was  impressed  at  how  well  the 
different  health  and  social  care 
services  seemed  to  be  working 
together  to  support  his  mum. 

The  day  after  Jill's  return,  Helen, 
the  senior  care  assistant,  visited 
the  pharmacy  to  collect  Mrs 
Wilson's  box.  Jill  was  surprised  but 
pleased  to  learn  that  Mrs  Wilson 
was  now  home  from  hospital. 
Helen  had  only  just  returned  to 
looking  after  her  client  following 
the  son's  departure,  now  that  his 
mother  seemed  safely  recovered. 

He  had  told  Helen  that  he  had 
taken  Mrs  Wilson's  discharge 
medicines  to  Jill's  pharmacy  the 
previous  Saturday  afternoon, 
immediately  following  her 
discharge  from  hospital,  along 
with  the  medication  administration 
chart  prepared  by  the  hospital  for 
the  care  assistants. 

The  pharmacist  who  worked 
regularly  on  Saturdays  ha* i  used 
the  chart  to  re-label  and  refill  Mrs 
Wilson's  Dosett  jox  for  immediate 


use  and  had  told  him  she  would 
use  the  remainder  to  refill  her  other 
box  ready  for  collection  the 
following  week. 

Jill  went  to  find  the  box  and, 
remembering  that  Mrs  Wilson's  son 
had  mentioned  possible  changes 
to  her  medicines,  had  a  quick  look 
at  the  new  medication  details. 

Mrs  Wilson's  discharge  medicines: 

•  Lisinopril  lOmg  om 

•  Lisinopril  5mg  om 

@  Ranitidine  1 50mg  1  bd 

•  Thyroxine  50mcg  1  om 

•  Nicorandil  1  Omg  tabs  1  bd 

•  Isosorbide  mononitrate  S/R 


«  60mg  _  tab  om 
Digoxin  62.5mcg  3  tabs  om 
Warfarin  5mg  1  at  6pm 

;p  Warfarin  3mg  1  at  6pm 
Ibuprofen  400mg  lbd 

O  Prednisolone  e/c  2.5mg  3  om 

In  fact,  Mrs  Wilson  was  now 
taking  more  medication  than 
before  her  hospital  admission. 

The  first  five  medicines  in  the  list 
had  remained  the  same,  but: 

•  the  digoxin  had  been  increased 
from  125mcg  to  187.5mcg  daily 
ISMN  had  reduced  from  40mg 

Continued  on  PVIII  ■* 


Table  1:  Notes  on  Warfarin 

•  Warfarin  exerts  its  anticoagulant  action  by  interfering  with  Vitamin  K 
activity,  reducing  production  of  coagulation  factors 

•  Warfarin  plasma  levels  are  affected  by  other  drugs  (including 
possibly  ibuprofen  and  prednisolone  -  both  newly  prescribed  for  Mrs 
Wilson),  alcohol  (especially  binge  drinking),  general  health  (eg 
affected  by  infections  etc),  diet  (vitamin  K-containing  foods) 

•  INR  (International  Normalised  Ratio)  indicates  prothrombin  time 
through  reference  to  international  standard 

•  The  usual  adult  induction  dose  of  warfarin  is  1  Omg  daily  for  two 
days.  The  dose  is  less  than  this  if  base-line  prothrombin  time  is 
prolonged,  or  where  liver  function  tests  are  abnormal,  or  if  the  patient  is 
in  cardiac  failure.  It  is  also  reduced  if  the  patient  is  on  parenteral 
feeding,  is  below  average  body  weight,  is  elderly  or  is  receiving  other 
drugs  known  to  potentiate  warfarin  (Mrs  Wilson  qualifies  on  several 
counts) 

•  The  subsequent  maintenance  dose  depends  on  the  prothrombin  time 
(as  indicated  via  INR)  and  is  usually  3-9mg  daily  takeivat  the  same 
time  eactaday 

•  INR  should  be  monitored  daily  or  on  qlternate  days  in  the  early 
stages  ofjreatment  at  first,  then  at  longer  intervals  depending  on 
response;  Ihen  up  to  every  12  vy||ks  M       Jt  .,||?' 

•  TargeMNR  values  vaif  accordjftg  to  the  problem  being  treated  and 
range.;between  INR  2-2  .25  for  prevention  of  deep  vein  thrombosis,  and 
INR  §5  fir  patiefits  with  mechanical  heart  valves 


For  greater  detail  see 'current  BNF 
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half  an  hour  later.  Mrs  Wilson  had 
attended  the  clinic  on  the  previous 
Monday  and  her  INR  result  had 
been  4.6.  He  was  concerned  that, 
because  of  Mrs  Wilson's  enforced 
compliance  via  the  Dosett  box,  her 
INR  could  by  now  be  much  higher. 
Jill  gave  him  the  contact  details  for 
Helen,  the  care  assistant,  who 
subsequently  took  Mrs  Wilson  to 
the  hospital. 


Continued  from  PVII 

SIR  daily  to  30mg  S/R  daily 
&  she  had  been  taken  off 
frusemide  (80mg  daily)  altogether 

•  she  had  acquired  ibuprofen  and 
prednisolone,  presumably  to  help 
with  pain  and  chest  problems 

•  her  warfarin  dose  had  increased 
considerably  to  8mg  daily  from 
3rng  daily 

Warfarin  concern 

Jill  was  concerned  to  note  the 
warfarin  change.  She  thought  this 
seemed  high,  although  within  the 
upper  end  of  the  range  for 
maintenance  dose.  She  knew  that 
patients  receiving  warfarin 
induction  usually  took  lOmg  daily 
for  two  days  and  were  then  closely 
monitored,  daily  or  on  alternate 
days,  while  the  dose  was  adjusted 
to  produce  an  appropriate  INR 
value. 

She  did  not  know  the  reason  for 
Mrs  Wilson's  dose  increase,  but 
presumed  that  she  had  developed 
a  clot,  or  had  been  at  greater  risk 
of  clotting  because  of  her  recent 
problems. 

'  It  was  just  about  conceivable 
that  8mg  daily  was  Mrs  Wilson's 
new  maintenance  dose,  but  this 
seemed  unlikely  since  she  had 
been  stable  for  a  long  time  on  3- 
3.5mg  daily. 

Given  that  Mrs  Wilson  had 
already  been  stabilised  on 
warfarin,  was  elderly,  and  that 
there  were  other  factors  affecting 
her  condition  or  her  dose  of 
warfarin,  it  was  more  likely  that 
this  was  a  new  induction  dose,  not 
a  maintenance  dose. 

It  was  now  Friday  -  which 
meant  that  Mrs  Wilson  had  been 
taking  8mg  daily  for  at  least  six 
days. 

Jill  asked  Helen  whether  Mrs 
Wilson's  warfarin  dosage  was 
being  monitored.  Helen  replied 
that  she  wasn't  aware  of  this  -  she 
had  been  off  work  with  a  cold  for  a 
few  days.  Mr  Wilson  had  been 
looking  after  his  mum  before 
handing  over  to  one  of  her 
colleagues  a  couple  of  days  ago. 
She  knew  nothing  of  the  new 
medication  regime  -  only  that 
there  were  some  new  medicines 
included. 

Jill's  concern  grew.  If  no-one 
was  monitoring  Mrs  Wilson  she 


was  at  potential  risk  of  being  over- 
anti-coagulated.  She  lived  alone, 
was  fairly  confused,  and  had 
already  had  a  recent  fall.  Another 
fall  could  potentially  cause  an 
internal  haemorrhage. 

She  contacted  the  Saturday 
pharmacist  who  said  that  the 
medicines  chart  had  been  very 
clear:  8mg  daily  had  been  entered 
on  the  chart  instructions  as  an 
ongoing  dose,  with  no  mention  of 
reduction. 

Jill  then  phoned  the  GP  surgery: 
this  was  on  the  other  side  of  town 
and  Jill  had  never  found  the  staff 
to  be  as  helpful  as  those  in  some 
other  local  practices.  She  usually 
found  that  she  wasn't  "allowed"  to 
speak  to  the  doctors  directly,  and 
this  time  was  no  exception. 

She  asked  what  information  the 
discharge  letter  had  given  about 
the  warfarin  therapy.  The  staff 
denied  having  received  a 
discharge  letter  and  claimed  they 
knew  nothing  of  Mrs  Wilson's 
recent  problems. 

Jill's  next  call  was  to  the  hospital 
ward  where  Mrs  Wilson  had 


been  an  in-patient.  From  this 
conversation  she  learned  that 
a  discharge  letter  had  been  faxed 
to  the  practice  the  previous 
Monday. 

According  to  the  hospital  doctor, 
Dr  Thakrar,  the  ward  staff  had 
arranged  for  Mrs  Wilson  to  have 
an  INR  test  on  Monday  with 
appropriate  dosage  adjustments  to 
her  warfarin  dose,  after  which  the 
GP  practice  would  take  over 
responsibility.  Dr  Thakrar  told  Jill 
he  would  look  into  the  situation 
further  and  phone  her  later. 

The  GP  practice  then  phoned  Jill 
to  say  that  they  had,  in  fact, 
received  the  letter,  which  they  had 
now  found,  and  that  Mrs  Wilson's 
warfarin  dose  was  8mg  daily.  Jill 
explained  that  the  hospital  had 
assumed  that  this  would  change 
according  to  her  INR,  which  they 
assumed  the  GP  was  monitoring 
via  the  district  nurses. 

"Nothing  to  do  with  us,"  said  the 
practice  staff,  who  confirmed  that 
Mrs  Wilson  should  be  taking  8mg 
warfarin  daily. 

Dr  Thakrar  contacted  Jill  about 


Appropriate  treatment 

The  British  Society  for 
Haematology  has  produced 
recommendations  based  on  the 
INR  results  and  whether  there  is 
major  or  minor  bleeding.  The 
recommenddfions  appear  in  the 
British  National  Formulary  in  the 
monograph  on  oral  anti- 
coagulants. Successful  treatment 
requires  checking  the  INR  and 
omitting  warfarin  doses  where 
appropriate,  with  subsequent 
checking  of  the  INR  to  check  that  it 
is  falling. 

Treatment  depends  on  INR  value 
and  the  presence  or  absence  of 
bleeding,  or  risk  factors  for 
bleeding.  For  patients  with  major 
bleeding,  or  INR  above  8  and  high 
risk  for  bleeding,  vitamin  Kl 
(phytomenadione)  with  or  without 
prothrombin  complex  concentrate 
or  plasma  (to  provide  clotting 
factors)  should  be  used. 

For  most  other  patients,  warfarin 
is  stopped  until  the  INR  is  below  5 
and  then  re-started. 

Following  her  trip  to  the  hospital, 
Mrs  Wilson's  warfarin  was  stopped 
until  further  notice  and  she  was  to 
return  in  two  days  time  for  further 
monitoring. 


Hospital  and  out-patient  medication  must  be  monitored  together 


Time  for  reflection 

Jill  found  herself  reflecting  on  Mrs 
Wilson's  problems.  Independent 
living  was  fine  while  things 
remained  fairly  stable  and  there 
were  good  working  relationships 
between  all  parties. 

But  Mrs  Wilson's  hospital 
admission  and  subsequent 
discharge  had  illustrated  several 
gaps  in  care,  communication, 
responsibilities  and  knowledge. 
She  hoped  that  the  case  could 
provide  a  useful  learning  exercise 
for  all  parties  concerned  dnd  that 
better  communication  lines  and 
procedures  would  result. 


PHARMACY       distance  learning  for  pharmacists 


Pharmacists  using  Pharmacy 
Update  foi  continuing  education 
are  reminded  of  the  need  to  test. 
With  the  support  of  Genus 
Pharmaceuiicals,  C&Us  readers 
can  self-tesf  their  progress  by 
using  the  multiple  choice 
question  (MCQ)  paper  to  be 
insetted  ;n  the  July  1 4  issue, 


which  will  cover  this  week's 
CPP-accredited  modules, 
together  with  those  in  the 
June  2  issue. 
In  other  words: 

•  Coronarv  heart  disease 
(1202) 

•  Ear  complaints  (1203) 

•  Dry  skin  conditions  (1 204). 


A  faxback  service  for 
these  modules  and  associated 
MCQs  operates  on 
08705  441188  (premium 
rales  apply).  A  telephone 
marking  seivice  offers 
independent  verification  of 
results  -  details  are  given  on 
the  monthly  ;vlCQ  papers. 


C&D  in  association  with 


GENUS  PHARMACEUTICALS 
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?or  when  life 
Decomes  hard 
:o  swallow... 


..a  produc 
hat  isn't. 


LOMONT™  is  the  only  licensed  oral  liquid  Lofepramine  available  to  treat 
the  symptoms  of  depressive  illness 


Useful  when  depression  is  accompanied  by  lethargy* 
Helps  to  ensure  patient  compliance 
70mg/5ml  strength 
Pleasant  cherry  flavour 

*  BMA  New  guide  to  medicines  and  drugs 


•  Easy  to  swallow 

•  Ready  to  use  liquid 

•  Sugar  free 


D 


THE  SPECIALISTS  IN  ORAL  LIQUID  MEDICINES 


Abbreviated  Prescribing  Information 

esentation:  A  white  to  off  white  opaque  suspension  with  odour  of  cherry  containing  76. 1 mg  Lofepramine  Hydrochloride,  (equivalent  to  70mg  Lofepramine  base)  in  each  5ml.  Uses:  For  the  treatment  of  symptoms  ol  depressive  illness  Posology  and  Method 
Administration:  The  usual  dose  for  adults  is  70mg  twice  daily  or  three  times  daily  depending  upon  patient  response.  Elderly  patients  may  respond  to  lower  doses  in  some  cases.  Lomont  is  not  recommended  for  children  Contra-indications:  Lofepramine 
]ujd  not  be  used  in  patients  hypersensitive  to  dibenzazepines,  in  mania,  severe  liver  impairment  and/or  severe  renal  impairment,  heart  block,  cardiac  arrhythmias,  or  during  the  recovery  phase  following  a  myocardial  infarction.  Special  Warnings  and 
ecautions  (or  Use:  Lofepramine  should  be  used  with  caution  in  patients  with  cardiovascular  disease,  impaired  liver  or  renal  function,  narrow  angle  glaucoma,  symptoms  suggestive  of  prostatic  hypertrophy,  a  history  of  epilepsy  or  recent  convulsions, 
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The  science  of  well  being 


The  facts 
about  fat 


Fat  is  good  for  you.  It  is 
essential  for  life,  ever)' 
function  of  the  body 
including  the  beating  of 
the  heart  and  the 
communications  of  the 
brain  are  dependent  on  the  right  fats 
md  fatty  acids  in  cell  membranes.  It  is 
sometimes  difficult  to  imagine  that 
'ats  can  be  good  for  you  when 
information  about  tat  in  the  media 
suggests  it  is  best  to  eat  less  fat. 

Much  of  the  misinformation  is  a 
consequence  of  over  simplification 
md  ignorance  about  the  functions  of 
different  fats  in  the  body. 

Excess  dietary  fat,  like  an  excess  of 
any  nutrients  that  provide  energy 
(calories),  may  contribute  to  obesity 
but  too  little  tat  can  interfere  with 
growth,  particularly  in  the  very  young 
and  too  little  of  the  long  chain 
polyunsaturated  fats  may  contribute 
to  lower  IQ,  slower  development  and 
educational  and  behaviour  disorders 
in  children  and  adults. 

There  are  two  fatty  acids  that  are 
essential  in  the  diet  in  the  same  way 
that  vitamins,  minerals  and  protein 
are. We  cannot  survive  without  them. 
These  are  linoleic  acid  and  alpha- 
linolenic  acid. 

The  important  characteristics  of 
fatty  acids  are: 

#  The  number  of  carbon  atoms  in  the 
chain 

•  The  number  of  double  (unsaturated 
bonds)  in  the  chain 


Nutrition  consultant  Dr  Jackie  Storcly  puts  the  record 
straight  about  fats,  vital  elements  in  our  diet  yet  often 
given  a  bad  press 


ie  position  of  the  unsaturated 
bonds 

•  The  arrangement  in  space  of  the 
atoms  of  the  double  bonds  (their 
configuration) 

Saturated  fatty  acids  have  no 
unsaturated  bonds,  monounsaturated 
fatty  acids  have  one  unsaturated  bond 
and  polyunsaturated  fatty  acids  have 
more  than  one  unsaturated  bond. 

Linoleic  acid  and  alpha-linolenic 
acid  arc  in  two  different  families  of 
fatty  acids,  defined  by  the  position  of 
the  double  bond.  Linoleic  acid  is  head 
of  the  omega-6  family  and  alpha- 
linolenic  acid  is  head  of  the  omega-3 
family  These  are  converted  in  the 
body  to  even  longer  chain  more 
unsaturated  tatty  acids  as  shown  in 
the  diagram. 

The  long  chain  polyunsaturated 
fatty  acids  (LCPs)  are  important  for 
the  normal  structure  and  function  of 
all  cell  membranes,  both  those 
surrounding  cells  and  those  that  form 
organelles  within  cells. The  brain,  the 
retina  of  the  eye  and  the  testes  are 
particularly  rich  in  LCPs. 

LCPs  are  also  precursors  of  some 
very  potent,  short-lived  molecules 
called  prostaglandins,  thromboxanes 
and  leukotrienes  that  have  many 
important  functions  in  the  body. 

Those  who  do  not  consume 
enough  essential  fatty  acids  and  their 
longer  chain  derivatives  or  who  are 
unable  for  one  reason  or  another  to 
convert  EFAs  into  their  longer  chain 


derivatives  show  various  signs  of 
deficiency. 

The  skin  is  dry  and  scaly;  there  is  an 
increase  in  pacing,  poor  attention, 
anxiety,  impulsiveness  and 
depression.  Cognitive  function  is 
impaired  (lower  IQ). Vision  is 
impaired,  kidney  function  changes 
and  the  person  is  very  thirsty. 

Deficiency  of  LCPs  can  occur  in 
three  ways: 

•  Low  intake  from  food 

•  Impaired  metabolism 

•  Increased  demand 

Essential  fatty  acids  are  found  in 
vegetable  oils.  Different  oils  have 
different  amounts  of  omega-6  and 
omega-3  fatty  acids.  Corn,  sunflower 
and  peanut  oil  have  much  more 
omega-6  (linoleic  acid)  than  omega-3 
(alpha-linolenic  acid)  fatty  acid  The 
LCP  derivatives  (arachidonic  acid, 
eicosapentaenoic  acid  (EPA), 
docosahexaenoic  acid)  are  only  found 
in  foods  of  animal  origin. Arachidonic 
acid  (omega-6)  is  found  in  fish  and 
fish  oils,  meat  and  eggs;  the  omega-3 
LCPs,  docosahexaenoic  acid  (DHA) 
and  EPA  are  found  in  fish  and  fish  oils 

Metabolism  of  the  essential  fatty 
acids  can  be  impaired  by: 

•  Omega-6/omega-3  imbalance 

•  Stress 

•  Viral  infections 

•  Excess  trans  fatty  acid 
consumption 

•  Genetic  factors  which  cause 
impaired  conversion  to  LCPs. 


Increased  demand  for  LCPs  can 
occur  because  of  increased  membrane 
turnover,  either  because  of  genetic 
factors  or  oxidative  damage. 

Modern  dietary  changes  have 
contributed  to  a  tendency  towards 
deficiency  in  various  ways: 

•  An  increase  in  vegetable  oil 
consumption  has  resulted  in  excess 
omega-6  fatty  acids  in  the  diet 

•  An  increase  in  vegetarianism  - 
vegetarian  diets  usually  have  an 
excess  of  omega-6  essential  fatty  acid 
and  no  DHA  or  arachidonic  acid  (AA) 

•  Increases  in  hydrogenatcd  or 
partially  hydrogenated  fats  in 
processed  foods  has  increased  trans 
fatty  acid  consumption 

•  Low  fish  consumption  leads  to  low 
intakes  of  the  LCPs,  DHA  and  AA 

Farmed  fish  and  meat  now  have  less 
omega-3  LCPs  than  before  because  of 
the  way  the  fish  and  cattle  are  fed. 

Low  rates  of  breast  feeding  lead  to 
less  DHA  andAA  intake  in  early  life. 

Breast  milk  composition  has 
changed  so  that  it  now  has  less  DHA 
and  more  omega-6  fatty  acids. 

Research  indicates  that  these 
dietary  changes  may  be  contributing 
to  an  increase  in  he  rt  disease 
depression,  asthma,  eczema,  some 
forms  of  cancer,  as  well  as  learning 
and  behaviour  disorders.  However,  the 
present  scientific  evidence  in  some  of 
these  areas  falls  short  of  rigid  proof 


Chemist  &  Druggist  16  JUNE  2001  2\ 


Getting  to  know 
the  good  guys 

Steven  Kayne,  community  pharmacist, 
gives  advice  on  EFAs  in  the  pharmacy 


Omega-3  LCPs  prevent  heart 
disease  in  various  ways: 
€>  EPA  and  DHA  prevent  cardiac 
arrhythmias  and  fibrillation 
®  EPA  inhibits  the  production  of  a 
prostaglandin  that  causes  blood 
platelets  to  aggregate  and  also  causes 
blood  vessels  to  narrow 

•  Fish  oil  consumption  increases  the 
production  of  another  prostaglandin 
that  causes  blood  vessels  to  dilate  and 
platelets  to  be  less  sticky  so  that 
clotting  is  less  likely 

•  Fish  oil  consumption  tends  to 
lower  harmful  blood  cholesterol  and 
triglycerides 

Research  has  found  mortality  is 
reduced  in  men  who  eat  salmon  once 
or  more  a  week  and  in  another  study 
in  men  who  already  had  heart  disease, 
mortality  was  decreased  by  29  per 
cent  in  those  who  consumed  fish  or 
fish  oil. 

Omega-3  fatty  acids  have  been 
suggested  to  treat  inflammatory 
bowel  disease,  Crohn's  disease  and 
ulcerative  colitis.  Some  studies  have 
indicated  a  lower  need  for  steroid 
therapy  when  fish  oils  are  given,  but 
there  is  still  debate  in  this  area. 

The  importance  of  adequate  intake 
of  LCPs  through  pregnancy,  lactation 
and  early  life  because  of  the  need  for 
LCPs,  arachidonic  acid  and 
docosahexaenoic  acid  for  brain 
development  of  the  foetus  and  young 
infant,  is  well  established.  Higher  IQ, 
faster  development  of  vision  and 
development,  and  better  educational 
performance  are  ensured  when 
supplements  are  given  or  infants  have 
been  fed  human  milk,  from  omnivore 
women,  that  provides  LCPs. 

Signs  of  LCP  deficiency  have  been 
found  in  around  30  per  cent  of 
dyslexic  children;  in  that  group,  the 
more  severe  the  deficiency  the 
greater  was  the  reading  lag.  Dyslexic 
adults  too  show  signs  of  LCP 
deficiency.  Many  identifiable  features 

The  omega  -  6  family 


of  dyslexia  such  as  visual  problems 
when  reading,  spoken  language 
problems  and  poor  movement  skills 
are  significanth  assi  i<  iated  with  1 1  P 
deficiency  signs. 

A  very  encouraging  double  blind, 
placebo  controlled,  <.  r<  ss  i  >\  er  study 
indicated  that  suppli  mentation  with  a 
mixture  offish  oil  and  evening 
primrose  oil  (EC  :  J  was  beneficial 
for  dyslexic  chil  iren  with  features  of 
ADHD. 

Before  treatment  there  were  no 
differences  between  the  placebo  and 
treatment  groups  but  after  three 
months  supplementation  there  were 
improvements  in  behaviour  and 
cognitive  scores  in  the  LCP 
supplemented  group.  When  the 
placebo  group  went  on  to 
supplement  they  improved  as  well. 

This  study  found  that  the  children 
who  responded  best  were  those  with 
signs  of  fatty  acid  deficiency  and 
visual  symptoms  when  reading. 

The  key  signs  of  fatty  acid 
deficiency  were: 

•  excessive  thirst 

•  frequent  need  to  urinate 

•  dry  skin  and  hair 

Key  visual  symptoms  were: 

•  letters  or  words  appearing  to 
move  around  the  page 

•  print  appearing  distorted 

•  print  appearing  blurred  or  out  of 
focus  (even  with  glasses) 

•  glare' or  discomfort  experienced 
when  reading  in  bright  light. 

Not  all  LCP  supplements  are 
equally  effective.  It  is  fish  oil  based 
supplements  that  provide  EPA,  DHA 
and  AA  that  so  far  appear  most 
effective.  In  one  study  in  the  I  SA 
where  DHA  from  microalgae  was 
given  to  children  with  ADHD,  no 
benefit  was  found.  Care  should  also 
be  taken  that  excess  amounts  of 
vitamins  A  and  D  are  not  consumed. 

References  m  ailable  on  application. 
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Increasingly,  opportunities  are 
arising  lor  pharmai  ists  to  otter 
assistance  in  the  maintenance 
of  health  using  a  group  of  food 
supplement  products 
collectively  known  as 
nutraceuticals. 

The  term  was  invented  in  1989  by 
Stephen  De  Felice,  of  the  American 
Foundation  for  Innovation  in 
Medicine,  who  defined  a  nutraceutical 
as  being  a  'food,  or  part  of  a  food,  that 
provides  medical  or  health  benefits, 
including  the  prevention  and 
treatment  of  disease'. 

Nutraceuticals  have  also  been 
called  medical  foods,  designer  foods, 
phytochemicals,  functional  foods  and 
nutritional  supplements  and  include 
such  everyday  products  as  bio- 
yoghurts  and  fortified  breakfast 
cereals,  as  well  as  vitamins,  herbal 
remedies  and  even  genetically 
modified  foods  and  supplements  such 
as  fatty  acids. 

Fats  are  not  all  bad 

Labelling  regulations  do  not  allow 
food  labels  to  carry  health  claims.This 
makes  it  hard  for  companies 
marketing  nutraceuticals  to  advertise 
the  exact  benefits  of  their  products 
and  may  result  in  some  consumer 
confusion  about  their  usage. 

Further,  there  is  a  general 
perception  that  one  should  avoid  any 
food  that  has  the  word  'fat'  associated 
with  it  because  it  will  cause  weight 
gain,  disrupt  cholesterol  readings  and 
generally  have  an  injurious  effect  on 
health.  In  fact  there  are  good  fats'  and 
'bad  fats',  with  consumption  of  the 
former  often  helping  to  reduce  desire 
for  the  latter. 

Fats  help  balance  the  body's 
chemistry  and  provide  padding' as 
protection  for  vital  organs. They  also 
act  as  a  source  of  energy  for  body 
processes  and  help  with  the 
transportation  of  vitamins  such  as  A, 
D,  E  and  K  as  well  as  providing  a 
source  of  vital  nutrients  known  as 
essential  fatty  acids'. 

Types  of  fatty1  acids 

Saturated  fats  are  found  in  red  meat, 
butter,  cheese  and  certain  oils  They 
are  us  ually  so:id  at  room  temperature. 
When  a  diet  is  high  in  saturated  fats. 


these  tend  to  clump  together  and 
form  deposits  with  protein  and 
cholesterol  that  tend  to  lodge  in 
blood  vessels  and  organs. 

Essential  fatty  acids 

Essential  fatty  acids  (EFA)  are  vital 
nutritional  components  required  for 
good  health. They  are  found  in  the 
seeds  of  plants  and  the  oils  of  cold 
water  fish.  EFAs  cannot  be  synthesised 
by  the  body  and  must  be  supplied 
externally. 

The  following  are  usually 
recognised  as  being  EFAs,  some  of 
which  are  precursors  for  others: 

•  Linoleic  acid  (LA) 

•  Gamma-linolenic  acid  (GLA) 

•  Alpha-linolenic  acid,  (ALA) 

•  Arachidonic  acid  (AA) 

•  Docosahexanoic  acid  (DHA) 

Fatty  acids  and  diet 

The  dietary  balance  of  fatty  acids  is 
important,  and  is  usually  expressed  in 
terms  of  ratios,  comparing  one  type  to 
another.  It  has  been  suggested  that 
the  most  beneficial  ratio  for  human 
brain  function  is  a  1:1  mixture  of 
omega-6  to  omega-3  oils. 

In  1990  the  Canadian  Minister  of 
National  Health  and  Welfare 
recommended  a  daily  6: 1  ratio  of 
omega  6  to  omega-3  fatty  acids  for 
people  between  the  ages  of  25  and 
49.Today  the  actual  ratio  for  most 
people  in  industrialised  nations  is 
estimated  to  be  from  20:1  to  30:1  in 
favour  of  omega-6  oils.  In  mother's 
breast  milk  the  ratio  may  be  as  high  as 
45:1.  Infant  feeds  are  estimated  to 
have  a  ratio  of  about  10:1. 

The  production  of  the  appropriate 
oils  in  plant  material  is  affected  by 
climate.  Northern  plants,  in  response 
to  cold  weather,  produce  more  of  the 
omega-3  variety  while  in  the 
southern,  warmer  areas  more  of  the 
omega-6  oils  are  produced. 

The  changing  ratio  of  fatty  acids 
appears  to  have  significant 
implications  for  brain  function  and 
forms  a  basis  for  supplementation 
with  nutraceuticals.  Advice  offered  in 
the  pharmacy  on  nutritional  issues  is 
consistent  with  the  extended  role  and 
development  of  pharmaceutical  care 
programmes  gaining  acceptance 
throughout  the  profession. 


Enzymes  Involved 

18:2  tinoleic  acid  (LA)  Alpha-linolenic  acid  (ALA)  18:3 


Delia  -  6  -  desaturase 

▼  t 
18:3  Gamma  -  linolenic  acid  (GLA)            Stearidonic  acid  (SA)  18:4 

1  I 

Elongase  1 

Dihomogamma  -  linolenic  acid  (DGLA)  Eicosatetra< 

Delia  -  5  -  desaturase 

▼  t 
Arachidonic  acid  (AA)  Eicosapenti 

^  Elongase  ^ 


20:3  Dihomogamma  -  linolenic  acid  (DGLA)  Eicosatetraenoic  acid  (ETA)  20:4 


20:4  Arachidonic  acid  (AA)  Eicosapentaenoic  acid  (EPA)  20:5 


22:4  AdrenL  acid  (ALVA)  Docosapentenoic  acid  (DPA)  22:5 


Delta  -  4  -  desaturase 


22:5  Docosapentaertoic  acid  (DPA)         Oocosnhexaenoic  acid  (DHA)  22:6 
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Fish  oil  consumption  has  been  linked  to  a  decreased  risk  of  heart  disease  and  stroke 

The  evidence 


The  difficulty  for  pharmacists  is  to 
know  when  to  recommend  EFA 
supplementation.  Published  studies 
cover  a  wide  range  of  conditions  but 
the  validity  of  some  is  questionable, 
either  because  the  preparations  used 
were  inadequately  standardised  or  the 
influence  of  confounding  dietary 
factors  was  not  recognised. 

Not  withstanding  this  criticism, 
there  is  both  scientific  and 
circumstantial  evidence  that  EFA 
supplementation  can  be  of  benefit 
both  in  the  treatment  and  prevention 
of  disease. The  following  examples  of 
research  will  serve  to  provide 
evidence  of  effectiveness  in  a  number 
of  conditions  commonly  seen  in  the 
pharmacy  environment. 

A  pilot  study  of  44  patients  started 
in  the  1980s  showed  that  conditions 
such  as  dry  skin  dermatosis,  fatigue, 
bursitis  and  irritability  appealed  to 
respond  to  omega-3  supplementation 
as  flax  seed  oil. 

Evening  primrose  oil  has  been 
shown  to  relieve  the  distressing 
itching  of  atopic  eczema  in  most 
subjects  taking  Efamol  over  several 
months.  It  contains  G1A  that  converts 
to  arachidonic  acid. 

Other  controlled  trials  have 
demonstrated  the  benefit  of  evening 
primrose  oil  and  fish  oil  given  to 
patients  with  rheumatoid  arthritis. 
Evening  primrose  oil  has  been  used  to 
treat  premenstrual  syndrome. 

Linoleic  acid  has  been  shown  to 
stimulate  fat  utilisation  and  decrease 
body  fat  content  in  mice,  but  has  not 
yet  been  tested  in  humans. 

A  recent  prospective  study  found 
that  higher  consumption  of  fish  and 
omega-3  polyunsaturated  tatty  acid  is 
associated  with  a  reduced  risk  of 
stroke,  primarily  among  women  who 
do  not  take  aspirin  regularly. 

Population  studies  have  shown  that 


frequent  consumption  ol  small 
amounts  of  omega-3  oils  protects 
against  the  development  of  type  2 
diabetes.  GLA  supplementation  in 
diabetes  has  been  shown  to  improve 
nerve  function  and  prevent  diabetic 
nerve  disease. 

A  short  attention  span, 
inattentiveness  and  hyperactivity  arc 
features  of  the  syndrome  now  called 
attention  deficit-hypcractivify 
disorder  (ADHD),  first  described  100 
years  ago  and  suffered  by  up  to  16 
per  cent  of  young  children. 


A  connection  between  omega-3 
deficiency  and  ADHD  has  been 
suggested  by  studies  in  which 
youngsters  with  the  condition  when 
compared  with  non  ADHD  children 
had  much  lower  blood  levels  of  DMA. 
Children  with  ADHD  may  have 
trouble  converting  the  short  EFAs  into 
omega-3  and  omega-6  fats;  thus  these 
patients  will  benefit  from  receiving 
ready  made  DHA.a  long  chain  fat,  in 
the  form  offish  oil. 

Evening  primrose  oil  can  provide 
the  omega-6  fat,  GLA,  bypassing  a 


blocked  omega-6  conversion  stage 
Together  they  offer  a  healthier 
balance  of  omega-3  and  omega-6  to 
the  brain  and  body  tissue 

There  is  considerable  debate  as  to 
how  ADHD  should  be  recognised  and 
whether  it  should  be  treated.lt  has 
been  suggested  that  a  specific 
diagnosis  should  be  deferred  until 
paediatricians  are  certain  that  a 
problem  exists. 

Safety  profile 

Tolerance  of  EFAs  is  usually 
satisfactory.  However,  some  allergic 
skin  reactions  have  been  reported. 
Patients  with  epilepsy  or  who  arc- 
taking  phenothiazine  should  be 
advised  to  consult  their  physician 
before  self  treating  with  EFAs. 

EFA  supplementation 

EFAs  offer  the  opportunity  for 
pharmacists  to  become  involved  in 
improving  and/or  maintaining  health 
through  offering  advice  on  nutrition, 
especially  in  the  following  situations: 

Patients  with  acne,  alcoholism, 
cardiovascular  disease,  premenstrual 
syndrome  and  rheumatoid  arthritis 
may  use  EFAs  to  complement 
orthodox  drug  treatment  with  safety. 

Patients  with  substantial  risk 
factors  for  developing  Type  2  diabetes 
are  likely  to  benefit  from  taking  EFAs. 

EFAs  may  also  be  of  benefit  to 
patients  suffering  from  anxiety, 
general  lethargy  and  PMS. 

References  available  on  application. 


Extra  helpings 

Nutricia  category  manager  for  nutritional  supplements, 
Alastair  Cook,  brings  us  up  to  date 


Market  information 

The  vitamin,  mineral  and  supplements 
(VMS)  market  is  worth  about  £348 
million.The  largest  category  is  cod 
liver  oil,  with  22.4  per  cent  of  the 
market,  followed  by  adult 
multivitamins,  which  has  19.3  per 
cent.The  total  VMS  market  is  growing 
strongly  in  volume  and  value  terms 
(+11  per  cent  and  +9  per  cent 
respectively)  and  45  per  cent  of  the 
population  now  buy  VMS  products. 

The  fatty  acid  market 

In  the  UK,  the  market  information  on 
fatty  acids  is  split  into  GLA  and  other 
fish  oils,  with  the  majority  of  available 
date  being  on  GLA.  GLA  is  currently 
the  third  largest  sector  of  the  VMS 
market;  it  is  worth  £32m  and  has 
grown  by  13  per  cent  (2000  vs  1999). 
The  market  is  dominated  by  private 
label  products  (74  per  cent)  although 
branded  products  have  shown 
stronger  growth  in  the  last  year. 


About  6.4  per  cent  of  the  UK,or 
some  2.9m  people,  buy  GLA 
products.The  number  of  consumers 
buying  GLA  is  increasing  each  year. 

Other  fish  oils  currently  account 
for  1  per  cent  of  the  total  market,  and 
the  sector  is  worth  £3. 5m.  It  is  the 
fastest  growing  sector  in  the  VMS 
market,  growing  32  per  cent  in  the 
last  year. 

The  pharmacist's  role 

Trends  towards  self-medication  are 
increasing  in  the  OTC  market.  Health 
awareness  has  increased,  with  VMS 
moving  more  into  the  mass-market 
arena  and  media  interest  shows  no 
sign  of  abating. 

Consumers  are  also  looking  more  to 
the  long  term  and  a  trend  of 
'prevenrion  and'de'aying  the  ageing 
process  is  appearing.The  high  cost  of 
prescriptions  has  also  increased  the 
number  of  consumers  looking  for 
natural  alternatives. 


A  unique  position? 

Consumers  generally  find  the 
supplement  market  confusing  and  are 
hungry  for  more  information.The  VMS 
area  is  highly  regulated  so 
supplement  manufacturers  have  very 
strict  guidelines  as  to  what  they  can 
and  cannot  claim. 

Recent  research  has  highlighted 
that  consumers  choose  to  go  to 
pharmacists  when  information  and 
advice  is  required.The  role  of  health 
professionals  in  recommendation  and 
offering  advice  is  therefore  key  and 
advice  by  a  pharmacist  triggers  future 
self-selection. 

Consumer  research  has  also 
highlighted  the  need  for  greater 
information  and  advice  on  risks  of 
over-dosing  and  in:  .Tactions  with 
conventional  medicines. 

The  pharmacist  is  in  a  unique 
position  to  offer  advice  and  this 
growing  mark;  c  provides  an  excellent 
oppponunity  for  new  ^usinesi. 
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A  large  proportion  of  the  brain  is  made  of  fat,  in  particular  long 
chain  polyunsaturated  fatty  acids  (LCPs).  LCPs  are  the  building 
blocks  of  the  membranes  around  and  within  nerve  cells  and  are 
therefore  important  for  brain  and  eye  function.  Children  need 
LCPs  for  both  the  development  and  function  of  the  brain  and 

retina  in  the  eye. 


Good  nutrition  is  important  for  all  aspects  of  brain  function. 
When  our  lifestyle  demands  mean  that  we  do  not  eat  as  properly 
as  we  should,  supplementing  the  diet  with  Efalex  which  is  rich  in 
key  LCPs  (DHA  and  AA)  can  help  maintain  these  levels  and  thereb 
may  help  support  healthy  brain  and  eye  function. 

Nutricia  Efalex  is  a  unique  double-action  formulation  to  help 
safeguard  intake  of  fatty  acids  important  for  the  brain  and  eye. 


Efalex 


-*«■<  n  i»i 


For  more  information  about  Bfalex  or  other  products  in  the  Nutricia  range  based  on  the  latest  scientific 
knowledge,  please  contact  the  Nutncia  helpine  on:  0870  750  4526 


Changes  are  afoot  for  pharmacy  in  Northern  Ireland.  PSNI 
president  Professor  James  McElnay  talks  to  Patrick  Grice 
about  his  experiences  so  far  and  future  expectations 

A  cunning  plan... 

P 


rofessor  James  McElnay 
will  he  a  happy  man  if  his 
term  of  office  as  president 
of  the  Pharmaceutical 
Society  of  Northern 
Ireland  goes  down  as  the 
one  in  which  a  decision  was  taken  to 
move  towards  the  linkage  of 
entitlement  to  practice  with 
continuing  professional  development. 

This  may  happen  sooner  than  many 
pharmacists  think. The  Society  plans 
to  appoint  a  CPD  facilitator  by  the 
autumn,  subject  to  government 
funding.  Pending  the  success  of  the 
funding  bid,  a  pre-registration 
facilitator,  part  of  whose  brief  will  be 
to  encourage  pharmacists  to 
participate  in  CPD  from  the  outset  of 
their  career,  should  be  in  place  within 
months. 

Like  the  Royal  Pharmaceutical 
Society,  the  PSNI  has  carried  out  pilot 
work  with  CPD  portfolios,  and  hopes 
to  roll  the  programme  out  later  this 
year.  CPD  will  be  linked  to  continued 
registration.  Prof  McElnay  believes 
categorically  that  CPD  will  be  linked 
in  the  future  to  continued  entitlement 
to  practice,  and  the  aim  is  to  move 
towards  this  over  the  next  three 
years. 

"We  need  to  convince  members 
that  if  they  do  not  move  towards 
making  this  link  it  will  be  forced  upon 
them  on  someone  else's  terms. 
Medics  and  nurses  have  already  gone 
down  this  route,"  he  says. 

The  CPD  initiative  has  a  political 
dimension,  since  it  impacts  on  "hot 
potatoes"  like  professional  self- 
regulation  and  clinical  governance.lt 
was  high  on  the  agenda  when  a  PSNI 
delegation  met  with  the  Health 
Minister,  Bairbre  de  Brun,  earlier  this 
year.  Prof  McElnay  is  optimistic  that 
the  Department  of  Health  will 
provide  funding  for  the  Society's  CPD 
proposal. 

"We  all  know  that  self-regulation  is 
under  tremendous  pressure  and  we 
are  going  to  have  a  difficult  job  to 
maintain  the  system  in  anything  like 
its  current  form.  But  we  have  been 
doing  a  good  job  over  the  years  and 
want  to  hold  on  to  that  role." 

CPD  may  not  be  the  only  price 
pharmacists  have  to  pay  in  the  future. 
Prof  McElnay  confirms  that  a 
"marginal  increase  "of  about  15  per 
cent  in  registration  fees  is  proposed 
in  the  current  business  plan. "It  will 


be  significantly  more  if 
we  cannot  raise  funding 
from  outside." 

Self-regulation  has 
other,  less  evident  costs, 
too,  and  they  can  be 
alarmingly 

unpredictable.  It  is  an 
open  secret  that  the 
legal  bill  arising  from 
the  most  recently 
concluded  Statutory 
Committee  case  was  a 
considerable  drain  on 
the  Society  's  finances 

"Yes,  we  do  want  to 
self-regulate,  but  we 
hope  that  cases  that 
come  forward  in  the 
future  can  be  dealt  with 
in  a  more  streamlined 
fashion,"  says  Prof 
McElnay. 

Resources  -  both 
manpower  and  financial 
-  are  problems  which 
bedevil  all  small 

professional  groups.Are  James  McElnay:  persuasive  argument 
they  hindering  the 


Society  in  effectively  promoting 
pharmacists'  interests  in  the  current 
environment? 

It  is  not  a  problem,  insists  the 
president,  although  it  does  mean  we 
cannot  fund  much-needed  research 
projects.We  have  a  constant  income 
stream  from  registration  fees,  and  we 
have  managed  that  well  in  the  past". 

Where  is  the  Vision? 

Vision  2020,  the  PSNI's  programme 
for  the  future  -  along  similar  lines  to 
Pharmacy  in  a  New  Age"  -  was 
drawn  up  three  years  ago.  Some 
pharmacists  in  the  Province  are 
concerned  that  the  drive  for  change 
has  lost  momentum. 

Prof  McElnay  accepts  that  Vision 
2020  was  held  up  by  the  appointment 
of  a  new  chief  executive  and 
administrative  reorganisation  within 
the  Society,  but  argues  that  "things  are 
now  moving  on  reasonably  well". 

The  Society  is  working  to  build  a 
range  of  strategic  alliances  with  other 
pharmacy  bodies  and  with  medical 
groups,  particularly  GPs.With  the  ill 
feeling  from  changes  in  rural 
dispensing  regulations  now 
dissipating  (there  are  now  very  few 
dispensing  CPs  left  in  the  Province),  a 
meeting  is  due  soon  with  the  General 


Practitioners  Committee  in  the 
Province. 

"Such  meetings  would  have  been 
difficult  to  even  consider  in  the  past," 
says  Prof  McElnay.  It  is  a  telling 
comment  on  how  distant  medicine 
and  pharmacy  relations  have  been. 

Communication  with  members  has 
also  improved.  Council  reports  now 
appear  regularly  in  C&D.  and  there 
are  plans  to  set  up  a  PSNI  website. 

Other,  practice-related  elements 
outlined  in  Vision  2020,  are  being 
driven  by  external  pressures. "Vision 
2020  was  visionary  in  its  time  in 
getting  Council  to  address  the  way  we 
wanted  to  see  pharmacists  working  in 
the  future.These  ideas  are  coming  to 
fruition  now,  probably  sooner  than 
we  expected,'  says  Prof  McElnay. 

"We  have  been  helped  along  the 
way  by  the  Crown  report,  and  the 
recent  primary  care  paper/  Building 
the  Future,"  from  the  DHSS.The  buzz 
words  that  we  should  be  latching  on 
to  are  all  in  there." 

However,  while  Prof  McElnay 
believes  there  is  now  supp*  >rt  from 
CPs  for  an  extended  role  for 
pharmacists,  the  pharmacy 
organisations  still  have  to  fight  their 
way  through  the  political  maze  and 
secure  funding  "It  is  al!  very  well 


saying  we  can  extend  our  activities  in 
line  with  Vision  2020,  but  if  the 
funding  does  not  follow,  then  many 
initiatives  will  be  non-starters." 

However,  Bairbre  de  Brun  has  a 
high  opinion  of  pharmacy,  and  feels  it 
is  an  under  utilised  resource, 
according  to  Prof  McElnay."She  was 
somewhat  surprised  to  hear  that 
there  was  a  Pharmaceutical  Society  of 
Northern  Ireland,  and  that  we  were 
not  part  of  a  larger  UK  organisation, 
like  the  medical  and  nursing 
professions."  It  is  an  appealing  point 
for  a  local  politician. 

Prof  McElnay  gives  an  enthusiastic 
welcome  to  the  DHSS's  consultative 
paper  on  primary  care.  It  is  a  sign  that 
the  inertia  which  has  beset  the 
political  scene  while  the  peace 
process  seesawed  back  and  forth  has 
been  overcome. "There  is  mention  of 
pharmacy  in  a  number  of  contexts. 

Essentially  it 
gives  us  some 
pegs  on  which 
to  hang  a 
number  of 
hats." 

He  hopes  a 
"pharmacy 
plan"  will  come 
out  of  it,  as  has 
happened 
elsewhere. 
Three  key 
objectives  for 
the  Society  will  be  repeat  dispensing, 
medicines  management  and  an 
extended  prescribing  role.  "I  am  also 
interested  in  the  sharing  of  patient 
information  electronically,  which  will 
tie  in  with  all  these  areas.  Community 
pharmacists  cannot  work  in  a 
vacuum." 

There  are  threats  in  this  brave  new 
world,  though. The  "super  primary 
care  groups"  that  will  be  created  will 
have  extensive  powers.  If  they 
decided  to  look  at  alternative  sources 
of  supply  for  prescribed  drugs, 
community  pharmacists  would  have  a 
crisis  on  their  hands,  he  warns. 

Whatever  the  future  brings,  PSNI 
should  be  in  better  shape  to  deal  with 
it.  Many  of  the  changes  recommended 
by  a  management  consultant  have 
been  put  into  effect.  A  chief  executive 
-  Sheila  Maltby  -  has  replaced  the 
secretary  and  registrar.  A  new  face  - 
Gary  Carpendale  -  has  joined  the  staff 
alongside  Carol  Anthony,  and  office 
procedures  have  been  streamlined. 

Council  members  too,  have  been 
doing  their  bit. "If  you  saw  the  amount 
of  committee  work  that  has  ;;one  on, 
particularly  within  (he  Law  and 
Ethics,  Practice,  ai  d  Education 
Committees  ..."  savs  the  president 

As  he  contemplates  the  remaincVr 
of  his  second  term  of  office,  he  can  be 
certain  that  the  workload  is  not  p  "ng 
to  diminish. 


fe  have  been 
helped  by  the  Crown 
report  and  the 
recent  primary  care 
paper 
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With  the  advent  of  local  pharmaceutical  services, 
Rosamund  Yu  examines  the  pros  and  cons  of  personal 
medical  services  and  how  GPs  have  reacted  so  far 


anting  from  PMS 


PMS  target:  patients  should  have  access  to  a  GP  within  48hrs 


There  are  4,278  general 
practitioners  contracted 
through  the  personal 
medical  services  scheme. 
By  October,  this  should 
have  risen  to  6,469, 
representing  21  per  cent  of  the  total 
number  of  GPs  in  England.The 
Government  has  said  it  expects  nearly 
one  in  three  GPs  to  be  working  on 
PMS  contracts  by  April  next  year. 

The  aspect  of  PMS  which  has 
inspired  both  enthusiasm  and 
trepidation  among  GPs  is  that  it  is  a 
very  different  contract  from  the 
traditional  national  GP  contract.  So 
much  so  that  it  took  an  Act  of 
Parliament  -  the  NHS  (Primary  Care) 
Act  1997  -  to  enable  PMS  schemes  to 
be  set  up. 

Whereas  the  traditional  "Red  Book" 
is  a  contract  between  each  individual 
GP  and  the  Secretary  of  State  to 
provide  general  medical  services 
(GMS),  a  PMS  contract  is  one  locally 
negotiated  between  a  PMS  scheme  as 
a  whole  organisation  and  a  health 
authority. 

Many  PMS  schemes  are  run  by  a  GP 
practice  or  group  of  practices. 
However,  anyone  in  the  "NHS  family 
can  propose  a  scheme,  including 
nurses,  practice  managers  and  NHS 
trusts.  GPs  are  then  employed  on  a 
salaried  basis  to  provide  PMS  directly 
to  patients.At  its  most  innovative,  PMS 
allows  nurses  to  employ  GPs. 

Branching  out 

Schemes  must  still  provide  the  same 
level  of  primary  care  services  as  GMS, 
but  can  also  branch  out  to  include 
community  services  and  some 
hospital  services.  GPs  are  supposed  to 
have  a  "return  ticket"  enabling  them 
to  go  back  to  GMS  if  they  want  to. 

The  magic  word  used  to  sell  PMS  to 
both  the  public  and  GPs  has  been 
flexibility.  Because  PMS  contracts  are 
locally  negotiated,  the  argument  is 
that  they  can  be  drawn  up  specifically 
to  target  i>  ■  .il  healthcare  needs. 

Many  schemes,  for  instance,  target 
services  at  traditionally  underserved 
groups  such  as  the  homeless, 
travellers,  asylum  seekers  and  the 
chronically  ill.The  salaried  option 
continues  to  be  used  as  a  way  of 
attracting  GPs  into  areas  that  have 
chronic  recruitment  problems. 


Consequently,  the  latest 
Government  statistics  suggest  that 
PMS  schemes  tend  to  cluster  in 
deprived  areas  where  recruitment 
and  retention  of  GPs  is  at  its  most 
difficult. 

For  the  GP  profession,  there  have 
been  more  flexible  employment 
opportunities.The  salaried  option  has 
the  advantage  of  avoiding  the  kind  of 
capital  investment  and  long-term 
commitment  required  by  individual 
contractor  status.  Part-time  work  is 
also  easier. 

The  idea  is  that  this  will  attract 
young  doctors,  female  GPs  and  GPs 
tired  of  the  bureaucracy  of  running 
their  own  business.Whether  this  has 
actually  retained  or  attracted  more 
GPs  remains  to  be  seen.  In  England 
and  Wales,  some  8  per  cent  of  PMS 
GPs  are  salaried. 

PMS  has  also  been  hailed  as  a 
means  of  cutting  red  tape.  Red  Book 
rules  on  payments  to  GPs  have  always 
been  complex  and  time-consuming.  In 
contrast,  PMS  funding  can  in  theory 
be  negotiated  as  a  single  annual  sum 
paid  in  equal  instalments. 

The  present  Government  has 
become  increasingly  enthusiastic 
about  PMS,  which  it  inherited  from 


the  Conservatives.  PMS  schemes  were 
originally  called  pilots  and  the 
Government  has  yet  to  decide 
whether  to  make  them  permanent. 

However,  PMS  schemes  have 
become  a  central  plank  of  the  radical 
reforms  of  the  NHS  Plan.The 
timetable  for  implementing  the  NHS 
Plan  may  couch  Government  PMS 
targets  in  terms  of  "expecting"  30  per 
cent  of  GPs  to  "move  by  choice"  to 
PMS  contracts,  but  there  is  real  fear 
among  GPs  that  they  are  being 
railroaded  into  a  contract  that  suits 
the  Government. 

Initially,  GPs  seemed  keen  to  join 
the  PMS  bandwagon.The  first  wave  of 
PMS  schemes  began  in  April  1998  as 
just  85  pilots,  involving  400  GPs  and 
covering  over  600,000  patients.  When 
the  second  wave  began  in  October 
1999  and  April  2000,  the  number  of 
pilots  more  than  tripled,  to  269. 

By  June  2000  there  were  some 
2.000  expressions  of  interest  in 
joining  the  third  wave.  However, 
enthusiasm  has  waned  over  the  last 
yt  ar.  By  October  2000  there  were 
only  some  1 ,200  applications  for  the 
third  wave. 

Schemes  vs  ere  supposed  to  have 
signed  their  contracts  by  the  end  of 


February  this  year,  but  with  anecdotal 
evidence  of  GPs  becoming  reluctant 
to  take  up  PMS  contracts,  the 
Government  ended  up  extending  the 
final  deadline  almost  right  up  to  the 
April  start  date. 

Cold  feet 

Much  of  GPs'  reluctance  can  be 
attributed  to  fears  that  they  would  be 
risking  their  livelihood  and  would  be 
signing  up  to  something  of  a 
straitjacket  of  a  contract. 

The  first  wave  of  PMS  pilots  had 
seemed  to  do  well  financially  In 
theory  there  was  no  new  money  for 
pilots,  except  pump  priming  funds  to 
get  them  off  the  ground. 

However,  press  reports  of  some 
GPs  increasing  their  profits  to  over 
£100.000  made  PMS  look  rather  like  a 
pay  bonanza.  Some  GMS  GPs 
complained  that  their  health 
authorities  were  favouring  PMS 
schemes  when  allocating 
development  funds. 

But  GPs  also  knew  from 
fundholding  that  subsequent  waves 
were  likely  to  attract  fewer  funds, 
and  experts  warned  that  GPs  joining 
the  third  wave  could  find  themselves 
losing  income. The  word  was  that 
the  Government  would  claw 
back  extra  cash  which  GPs  were 
reported!}'  making  out  of  early 
schemes. 

By  autumn  last  year  surveys  in  the 
medical  press  were  suggesting  the 
majority  of  the  profession  were  either 
hostile  towards  PMS  or  reluctant  to 
have  anything  to  do  with  it. 

Perhaps  the  greatest  warning  came 
with  the  publication  in  September 
last  year  of  a  national  core  contract 
for  PMS  schemes.The  contract,  which 
is  compulsory  for  third  wave 
schemes,  establishes  key  standards  on 
accessibility,  staffing,  clinical 
governance  and  financial 
management. 

The  most  contentious  target 
standard  was  for  patients  to  have 
access  to  a  GP  within  48  hours.This 
caused  an  uproar  in  the  profession 
when  first  introduced  as  an  NHS  Plan 
target  for  all  GPs  by  2004. 

As  the  PMS  core  contract  "expects" 
PMS  GPs  to  achieve  this  target  by 
2002.  the  profession  thought  that  the 
PMS  core  contract  was  being  used  by 
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he  Government  to  advance  its  long 
erm  aims. 

GP  leaders  warned  that  PMS  would 
mpose  far  tighter  obligations  on  GPs 
nan  the  Red  Book  and  that  contracts 
■ould  allow  for  unspecified  work  to 
>e  dumped  on  GPs  at  the  whim  of 
wliticians".  GPs  were  taking  a  huge 
inancial  gamble  by  joining  PMS, 
eadcrs  warned. 

Indicative  of  GP  fears  that  they 
vere  losing  their  autonomy  was  the 
Kinic  caused  by  suggestions  that 
vhen  PMS  became  permanent  they 
vould  lose  their  NHS  pension 
practitioner"  status.The  Department 
if  Health  was  forced  to  issue 
lurried  reassurances  that 


independent  contractor  status  was 
not  threatened. 

Evaluations  of  the  early  waves  left  a 
question  mark  over  the  inherent  value 
of  PMS  to  the  NHS.  Government- 
funded  research  into  the  first  wave 
was  published  at  the  end  of  last  year 
and  concluded  that,  although  pilots 
received  on  average  an  extra  &6 1 ,893 
when  leaving  GMS,  they  failed  to 
deliver  improvements  to  patient  care. 

Researchers  also  claimed  there  was 
a  trade-off  between  the  organisational 
sophistication  of  practices  and  GPs 
warmth  and  accessibility  to  patients. 
Salaried  GPs  who  earned  an  average 
of  £43,000  compared  with  £52,600 
earned  by  GMS  GPs  were  happier 


with  their  income  and  hours  of  work 
than  their  GMS  colleagues 

Funding  negotiations 

A  survey  by  the  BMA  at  the  beginning 
of  this  year  found  P.MS  pilot  GPs  were 
struggling  to  resolve  funding 
negotiations  with  their  health 
authorities.  More  than  a  third  of  GPs 
responding  to  the  survey  complained 
that  their  budgets  were  too  small. 

There  is  a  fear  among  the  more 
pessimistic  of  the  profession  that  PMS 
is  a  way  for  the  Government  to  gain 
control  over  GPs  by  getting  them  to 
jump  through  quality  hoops.  Because 
contractual  negotiations  arc 
decentralised,  many  felt  the 


Government  was  using  P.MS  as  a 
"divide  and  rule'  tactic. 

'flic  BMA's  GP  committee  (the 
GPC)  does  not  as  yet  have  an  official 
negotiating  role  in  PMS.  Early  in  the 
year,  it  emerged  that  die  new  Health 
and.  Social  Care  Bill  would  require  the 
health  secretary  to  consult  with  the 
GPC  about  new  arrangements  for 
G.MS,  bin  omitted  any  reference  to 
PMS. The  GP( !  was  so  incensed  il 
made  PMS  negotiating  powers  one  of 
its  key  demands  in  its  forthcoming 
ballot  ni  ( IPs  on  ihrc  i  i  ning  a  mass 
resignation  from  the  NHS. 

PMS  has  become  something  GPs 
can  no  longer  choose  to  ignore  as  a 
peripheral  experiment. 


LPS  pilots  need  to  be  properly  planned 


Local  pharmaceutical  service  pilots 
must  be  properly  designed  before 
implementation,  says  a  consultant. 
"LPS  are  a  good  idea  in  theory,  but  in 
practice,  poor  pilot  design  could 
damage  their  ability  to  deliver  high 
quality,  patient-focused 
pharmaceutical  care,"  Dr  Darrin 
Baines,  director  of  medM  Ltd,  said. 
He  was  speaking  at  a  conference 
organised  by  the  Health  Services 
Management  Centre,  University  of 
Birmingham,  looking  at  LPS  and  what 
lessons  could  be  learnt  from  personal 
medical  services  (PMS)  and  personal 
dental  services  (PDS)  pilots. 
Dr  Baines  outlined  a  basis  for  an  LPS 
scheme.  All  pilots  should  begin  by 
asking  the  following  questions: 

•  what  are  you  designing  an  LPS 
pilot  for? 

•  who  are  you  designing  it  for? 

•  how  could  services  be  delivered 
better? 

The  structure  of  PMS  and  PDS  pilots 
suggested  LPS  schemes  would  take 
the  following  organisational  forms: 

•  population  focused  -  located  at 
HA/PCT  level 

•  sole  provider  -  based  around  one 
pharmacy  outlet 

•  consortia  -  several  pharmacies 
grouped  together 

•  integration  -  co-location  of 


pharmacy  and  other  NHS  services 

•  floating  -  pilot  not  attached  to  an 
existing  provider 

Among  the  possible  models,  Dr 
Baines  suggested  pilots  could  have 
the  following  focus: 

•  access  -  for  unmet  need 

•  programme  -  focus  on  one  type  of 
pharmaceutical  care 

•  clearing  house  -  organisational 
shell  permitting  many  small 
initiatives  to  be  run 

•  skill-mix  -  pilots  designed  to  alter 
staff  roles 

•  partnership  -  focus  on  patients 
and  concordance 

On  the  surface,  LPS  pilots  will  be 
similar  to  PMS  and  PDS  schemes 
because  they  involve  local  contracting. 
However,  LPS  pilots  may  not  be  like 
the  PMS  or  PDS  schemes,  given  the 
differences  involved  in  pharmacy  as  a 
trade  and  profession,  he  argued.  LPS 
pilots  may  encounter  problems  and 
produce  benefits  not  seen  under  the 
PMS  and  PDS  schemes. 
"Pilots  must  be  carefully  designed,  if 
the  scheme  is  to  deliver  the  promises 
made  in  the  national  plan  for 
pharmacy,"  he  emphasised. 

Lessons  from  PMS 

Nicola  Walsh,  research  fellow  at 
HSMC,  discussed  the  lessons  from  the 


national  evaluation  of  first  wave  PMS 
pilots.  PMS  pilots  grew  out  of  GP 
dissatisfaction  with  their  remuneration 
under  their  national  contract,  she  said. 
From  just  85  pilots  in  1998,  there  will 
be  1,341  active  PMS  schemes  by 
October  2001. 

The  evaluation  found  PMS  pilots 
reduced  paperwork,  allowing  greater 
clinical  time  and  more  tolerable  GP 
workloads.  PMS  is  a  local  contract  for 
GP  services,  which  tends  to  create 
less  bureaucracy,  she  explained. 
This  has  contributed  directly  to 
improved  staff  morale  throughout  the 
primary  care  team. 
PMS  pilots  cover  85  per  cent  of  the 
population  in  Northumberland  Health 
Authority,  said  Peter  Mitford,  the  HA's 
consultant  in  primary  care 
development.  PMS  had  allowed  GPs 
to  build  genuine  teams,  solving 
recruitment  and  retention  problems 
and  from  an  HA  point  of  view,  PMS 
schemes  have  helped  the  delivery  of 
national  and  local  priorities. 

A  dental  view 

John  Morris,  a  lecturer  in  Dental 
Public  Health,  University  of 
Birmingham,  explained  the  situation 
from  a  dental  perspective.  Due  to 
unhappiness  with  their  new  contract 
introduced  in  1990,  dentists  moved 
away  from  providing  NHS  services. 
This  led  government  attempts  to  find 
alternative  payment  systems  for 


dentists.  The  ambition  for  wave  one 
pilots  was  to  inform  the  development 
of  a  new  national  contract.  However, 
as  dental  access  climbed  the  political 
agenda,  second  and  third  wave  pilots 
focused  on  how  to  improve  access. 
To  date  the  main  findings  of  the 
national  evaluation  of  PDS  pilots  are: 

•  the  short  time  period  for 
establishing  each  wave  of  pilots 
(average  about  9  months)  placed  an 
onus  on  strong  project  management 
and  a  shared  desire  to  succeed 

•  the  evaluation  study  has  shown 
the  benefits  of  clear  management 
and  a  clear  contract 

•  a  combination  of  the  introduction 
of  new  information  systems  in  pilot 
practices  and  the  introduction  of 
other  NHS  initiatives  has  presented  a 
real  problem  for  accurate 
performance  assessment. 

A  case  study  of  establishing  a  PDS  in 
Rugby  was  given  by  Barry  Cockcroft, 
clinical  lead  of  the  first  wave  PDS 
pilot.  An  acute  dental  access  problem 
in  the  Rugby  area  provided  a 
motivation  for  the  HA  to  establish  a 
PDS  pilot.  Writing  the  PDS  contract 
for  practices  in  the  pilot  had  been 
unexpectedly  time-consuming. 
However,  since  then  the  advantages 
of  the  pilot  have  been  demonstrated 
in  the  flexibility  for  preventive  work. 
The  pilot  contract  has  also  made 
cash  flow  predictable  and  allowed 
investment  in  IT. 
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broaden  its 


Pharmacy  Mutual  Insurance  Company 
Ltd  (PMI)  has  been  taking  steps  to 
broaden  its  customer  base  and  range 
of  service.The  company's  directors  are 
to  propose  changes  to  the  existing  arti- 
cles at  PMI's  annual  general  meeting 
on  June  25. 

The  changes  are  designed  to  enable 
PMI  to  offer  its  services  to  other  types 
of  business,  such  as  pharmacy  multi- 
ples, and  to  insure  companies  which 
are  not  connected  with  pharmacy. 
Motor  insurance  was  also  mentioned 
as  a  possibility. 

The  current  articles,  which  origi- 
nate from  1920,  restrict  PMI  to  build- 
ings and  contents  insurance  for  houses 
and  shops  owned  by  pharmacists. 

"In  view  of  the  shrinkage  in  recent 
years  in  the  independent  community 
pharmacy  market,  the  board  has  now 
taken  the  view  that  this  is  too  restric- 
tive," said  John  D'Arcy,  PMI's  chief 
executive. 

Malcolm  Jack,  PMI's  general  manag- 
er, added  that,  while  the  board  had  yet 
to  decide  the  finer  details,  the  families 
and  relatives  of  pharmacists  were  an 
obvious  target  for  extending  PMI's  ser- 
vices. 

He  insisted  that  the  declining  num- 
ber of  independent  pharmacies  had 
not  been  the  main  reason  for  the  pro- 
posed changes  and  did  not  jeopardise 
the  viability  of  the  company. 

"PMI  as  it  stands  is  a  strong  compa- 
ny, but  for  the  future  we  felt  that  we 
should  be  in  a  position  to  move  with 
the  market,"  Mr  Jack  said. 

PMI  blamed  losses  of  £0.5  million 
for  the  last  financial  year  on  claims 
incurred  in  the  aftermath  of  the  floods 
and  a  general  downturn  in  the  invest- 
ment market. 

The  company  was  keen  to  assure 
pharmacists  that  steps  would  be  taken 
to  protect  its  mutual  status  and  that 
pharmacist  policyholders  would 
retain  control  of  it.  No  other  policy- 
holders would  obtain  control. 


COMING  EVENTS 


JUNE  19 

NICPPET,  at  the  Dunadry  Hotel, 
Dunadry,  10am-5pm.  "Dealing  with 
Conflict"  by  l)r  Diane  Hazlett 

JUNE  21 

Bristol  Branch,  RPSGB,  at  the  BAWA 
Leisure  Centre,  Filton.  7.30  for  8pm 
Epilepsy." 

JUNE  22 

MCPPET,  at  the  Aldegrove  Airport 
Hotel,  Antrim,  10am-5pm.  "Clinical 
Nutrition"  by  Dr  Pamela  Mason. 


Sales  growth  in  grocers  not 
at  the  cost  of  oharmacies 


Supermarkets  have  been  able  to 
increase  their  market  share  for  select- 
ed OTC  medicines  significantly  by 
introducing  price  reductions  of  up  to 
50  per  cent  on  selected  lines,  figures 
published  by  IMS  Health  revealed. 

However,  the  first  set  of  data  col- 
lected following  the  abolition  of 
Resale  Price  Maintenance  last  month 
also  suggests  that  this  increase  in  the 
grocers'  market  share  was  due  to  addi- 
tional sales  rather  than  sales  captured 
from  pharmacies. 

So  far,  the  grocers  do  not  appear  to 
have  taken  business  away  from  phar- 
macies, and  the  volumes  of  OTC  sales 
in  pharmacies  are  largely  stable. 
Independent  pharmacists,  however, 
seem  to  have  been  unable  to  capitalise 
on  increased  sales  volume. 

Although  its  analysis  concentrated 
on  two  key  brands,  Nurofen  and 
Rennie.LMS  said  that  the  trends  seen  in 
these  two  products  were  characteris- 
tic of  the  wider  picture. 

The  IMS  survey  showed  that  in  the 
case  of  Nurofen  200mg  (12  tablets),  the 
market  share  taken  by  supermarkets 
rose  by  17  per  cent  to  56  per  cent  At  the 
same  time  independent  pharmacists 
saw  their  market  share  for  the  product 
reduced  by  16  percentage  points  to  39 
per  cent.  The  market  share  of  national 
multiples  (excluding  Boots  The 
Chemists  and  Superdrug)  fell  by  only  1 
per  cent 

Price  reductions  for  some  of  the 
best-selling  OTC  lines,  including 
Anadin,  Calpol,  Rennie  and  Nurofen, 


.       Price  change  (against  list  price) 
Week  beginning  May  14,2001  (Week  20) 
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NUROFEN  TABS 


TABS       DIGESTIF  RENNIE 
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TABS 
PIQESTIF 


1  Grocers  without  Pharmacy 


200MG  12 
Grocers  with  Instore  Pharmacy 


Source:  Pharmotrend,  IMS  HEALTH 

(Note  Nurofen  200mg  24  tablets  pharmacy  only  medicine) 


ranged  between  1 1  per  cent  and  more 
than  40  per  cent,  with  Nurofen  200mg 
(12  tablets)  emerging  as  the  most 
heavily  discounted  product. 

On  the  other  hand,  the  grocers 
seemed  to  have  reduced  the  prices  of 
products  of  which  they  had  had  a  low 
market  share,  and  so  could  potentially 
attract  the  most  business. 

For  instance,  while  grocers  reduced 
the  price  of  the  12  tablet-pack 
Nurofen  200mg  by  40  per  cent,  the 
price  for  the  next  pack  size  (16 
tablets)  only  dropped  26  per  cent. 

IMS  said  this  might  be  because 
supermarkets  had  already  secured  a  93 
per  cent  market  share  for  this  pack 
size,  compared  with  a  market  share  of 
only  39  per  cent  for  the  12  tablet  pack. 


Prices  in  independent  pharmacies 
and  pharmaq'  multiples  remained 
roughly  at  the  same  level  as  before  the 
end  of  RPM.  as  pharmacists  appeared 
to  adopt  a  "wait  and  see"  approach. 

Interestingly,  the  LMS  data  also 
showed  that  rather  than  rushing  into 
cutting  prices,  pharmacists  had  actual- 
ly increased  prices  on  certain  lines. 

For  example,  the  supermarkets 
introduced  price  cuts  for  Rennie  diges- 
tif (96  tablets)  of  around  26  per  cent, 
but  independent  pharmacists  and 
pharmacy  chains  slightly  increased  the 
price. 

Before  the  abolition  of  RPM  this 
product  had  actually  cost  more  in  the 
supermarkets  than  in  independent  or 
multiple  pharmacies. 


Goldshield  sees  new  avenues  in  post-RPM  market 


Goldshield  Healthcare  is  considering 
whether  to  offer  products  previously 
price  maintained,  such  as  cough  and 
cold  cures,  as  mail  order. 

Rakesh  Patel,  its  finance  director, 
said  the  abolition  of  RPM  had  opened 
up  opportunities.  "We've  got  to  see 
that  the  returns  justify  the  move  -  our 
decision  [on  whether  to  sell  such 
products]  could  take  six  to  nine 
months." 

However,  Coldshield's  main  priority 
is  to  expand  its  presence  in  the  US  - 
the  world's  biggest  healthcare  market 
-  where  its  subsidiaries  include  two 
direct  sales  and  distribution  business- 
es, and  Achievers  Unlimited,  which 
sells  nutritional  products  for  slimming 
and  women's  health  Over  a  nine 
month  period,  Goldshield's  US  sales 
topped  £7.5  million  and  it  expects  to 
improve  that  in  the  next  financial  year 

Goldshield's  overall  sales  were  up 
33  9  per  cent  to£70  5m,  while  pre-tax 


profits  rose  34.1  per  cent  to  £12.6m 
for  the  year  to  March  31. 

The  company's  European  sales, 
including  the  UK  and  the  Republic  of 
Ireland,  rose  18.8  per  cent  to  ±58. 5m. 

The  UK  remains  Goldshield's 
biggest  market,  accounting  for  33  per 
cent  of  its  pharmaceutical  sales  and  41 
per  cent  of  its  healthcare  turnover. 

Goldshield's  sales  here  are  around 
£37. 3m,  which  puts  it  in  fourth  place 
behind  Boots,  Roche  Consumer  Health 
and  Seven  Seas. 

"Our  UK  sales  will  remain  flat  next 
year  -  maybe  there  will  be  a  slight  dip." 
said  Mr  Patel. 

The  company's  strategy  is  to  differ- 
entiate itself  from  competitors  by 
offering  "value  added  products ",  such 
as  sustained  release  dietary  supple- 
ments. Its  leading  product  in  this 
range,  Flexez  SR  -  aimed  at  people 
with  arthritis  had  sales  of  £350,000 
in  its  first  year. 


Rakesh  Patel,  Goldshield's 
finance  director 

On  the  pharmaceutical  front. 
Goldshield  will  be  increasingly  target- 
ing dispensing  GPs  -  a  trial  scheme 
which  began  this  year  was  successful, 
and  the  company  is  rolling  it  out 
throughout  the  UK. 
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Pharmology  site  goes  live 
for  restricted  test  phase 


Business,  nm 


Pharmology.com,  Alliance  UniChem's 
(All's)  long-awaited  Internet  portal  for 
pharmacists,  has  gone  live  as  part  of  a 
test  phase  ahead  of  its  official  launch, 
which  is  expected  later  this  year.  A 
firm  date  has  yet  to  be  confirmed. 

While  the  site's  basic  facilities,  such 
as  the  news  service  and  product  and 
medical  information,  are  accessible  to 
anybody,  its  core  element,  the  e-com- 
merce  facility,  is  currently  restricted  to 
UniChem  customers  taking  part  in  the 
trial. 

Once  activated,  the  e-commerce 
facility  will  allow  all  UniChem  cus- 
tomers to  order  products  online, 
either  by  bidding  for  discounts  by  join- 
ing forces  with  other  pharmacists  as 
part  of  a  group  purchase,  or  by  making 
use  of  special  offers. 

Pharmacists  can  also  trade  surplus 
stock  or  sell/buy  a  pharmacy  business 
via  pharmology. 

The  site  also  offers  a  range  of  busi- 
ness services,  which  include  online 
statements  and  sales  information,  a  job 
market  listing  the  latest  vacancies,  and 
a  section  highlighting  UniChem's 
training  courses. 

Pharmology  said  that  financial  ser- 
vices, such  as  low  interest  loans,  and 
special  travel  offers  would  become 
available  at  the  site's  hard  launch  as 
part  of  a  finance  and  leisure  section. 

Pharmacists  wanting  to  keep  up  to 
date  with  medical  and  trade  news 
;  coming  soon),  product  recalls  and 
events  and  conferences  will  find  the 
necessary  information  under  the 
News  &  Community  heading. 

There  is  also  a  range  of  discussion 
forums,  giving  pharmacists  the  oppor- 
tunity to  exchange  their  views  on  legal 
issues,  current  affairs  or  other  topics. 

Pharmology  s  range  of  services  is 
completed  by  medical  and  product 


information,  including  new  products 
and  out  of  stocks  section. 

While  Pharmology  is  aimed  at 
a  wider  target  audience,  some  sections 
are  restricted  to  registered  pharmacists 
and  require  registration  with  the 
website  and  a  username  and 
password. 

These  include  all  e-commerce 
options,  for  which  a  UniChem  client 
number  is  required  in  addition  to 
the  registration  number,  the 
discussion   forums,  and  the  new 


products  and  out  of  stocks  sections. 

Following  registration  there  is  a  24 
hour  validation  period,  during  which 
the  pharmacy  details  are  being 
checked  by  UniChem.  Provided  these 
are  correct,  UniChem  customers 
should  be  able  to  start  using  the  e- 
commerce  facilities. 

Although  part  of  AU,  Pharmology  is 
run  from  offices  in  London  instead  of 
AU's  headquarters  in  Weybridge. 
Pharmology  s  11-strong  team  is  head- 
ed by  chief  executive  Marco  Malasani. 


Nucare  unveils  new  branding 


Nucare  unveiled  its  new  branding  for 
independent  pharmacies  at  Fincdon 
Pharmacy  in  Northamptonshire, 
which  is  the  first  pharmacy  to  be  fitted 
with  the  new  fascia  and  new  interior 
layout. 

Five  pharmacies  in  dif  ferent  parts  of 
the  UK,  from  rural  areas  to  urban 
shopping  centres,  are  taking  part  in 
Nucare 's  pilot.  The  four  remaining 
pharmacies  are  expected  to  launch 


their  new  look  over  the  next  few 
months. 

Over  the  past  three  years  Nucare 
has  been  trying  to  reposition  itself  as  a 
marketing  support  organisation. 

The  group  announced  in  March 
(C&D  March  3)  that  it  was  to  embark 
on  a  brand  awareness  campaign, 
which  would  also  include  an  expand- 
ed range  of  own  label  products  which 
have  been  given  a  new  look. 


Veni  Harania,  Nucare's  chairman  (left),  with  Phillip 
Longstaff,  owner  of  Finedon  Pharmacy 


against  £4.6m 
damages 


GlaxoSmithKline  (GSK)  has  said  it  will 
appeal  against  the  decision  by  a  US 
jury  to  award  $6.4  million  (£4. 6m)  in 
damages  to  the  relatives  of  a  man  who 
killed  three  members  of  his  family 
while  on  the  antidepressant  Paxil 
(Seroxat). 

Donald  Schell  had  taken  just  two 
tablets  of  Paxil  before  killing  his  wife, 
daughter  and  granddaughter  in 
February  1998.  However,  the  jury  hear- 
ing the  case  at  Wyoming  district  court 
found  that  Paxil  was  80  per  cent  to 
blame  for  the  killings. 

A  spokesman  for  GSK  said  that, 
while  this  whole  case  was  a  tragedy,  it 
had  been  caused  by  severe  depression, 
not  its  treatment. 

"There  is  no  reliable  scientific  evi- 
dence which  links  Paxil  to  the  events 
in  this  case."  the  spokesman  said. 

He  added  that  Paxil  had  been  sub- 
ject to  substantial  clinical  trials  and 
had  been  used  successfully  by  70  mil- 
lion patients  since  its  launch  in  1991. 

If  the  appeal  is  unsuccessful,  the  case 
could  set  a  precedent  and  might  have  a 
bearing  on  other  cases  involving  selec- 
tive serotonin  re-uptake  inhibitors.  Eli 
Lilly's  product,  Prozac,  is  already 
involved  in  another  court  case. 

Eli  Lilly  confirmed  in  a  statement 
that  a  case  had  been  brought  against 
the  company  and  had  been  transferred 
to  the  High  Court  in  June  2000. 

The  Medicines  Control  Agency 
(MCA)  said  that  the  issue  of  SSRI-relat- 
ed  suicide  was  being  closely  moni- 
tored and  any  new  evidence  would  be 
carefully  reviewed. 

The  MCA  pointed  out  that  the 
Committee  on  Safety  of  Medicines  had 
reviewed  the  available  data  in  June 
2000,  and  concluded  that  the  evidence 
from  studies  did  not  suggest  a  causal 
relationship  between  the  SSRIs  and 
suicidal  behaviour. 


Paracetamol  plus  Pseudoephedrine 


Otrivine 


FORMULA 


MU'CRON 


*  Clears  nasal  and  sinus  congestion 
^  Relieves  headache,  aches 

and  pains,  feverish  ness 
■4  Non-drowsv  . 


MAXIMUM  STRENGTH 

DECONGESTANT  - 
POWERFUL  ANALGESIC 


NEWACTIV 
NEW  NAM 


*  Now  with  Paracetamol  and  Pseudoeph* sdrine 

*  Same  effective  results  yo?*r  customers  rxpe  t 
Maximum  strength  OTC  decongestant  in  a  single  tablet 

*  Available  as  12s  and  24s  *  P  only  status 


Further  information  is  jvailable  on  request  from:  Novart  s  Consumer  Health,  Wimblehurst  Road,  Horsham,  West  Sussex  RH12  SAB. 


1}  f 
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Appointments  £27.00  P.S.C.C.  +  VAT  minimum  3x1 .  General  classified  £1 8  00 
P.S.C.C.  +  VAT  minimum  3x2.  Box  numbers  £1 5.00  extra.  Available  on  request. 
Copy  date  1 2  noon  Tuesday  prior  to  Saturday  publication.  Cancellation  deadline  1  Oam 
Friday;  one  week  prior  to  insertion  date.  All  cancellations  must  be  in  writing. 
Contact  Debra  Thackeray.  Chemist  &  Druggist  (Classified),  United  Business  Media 
International,  Sovereign  Way,  Tonbridge,  Kent  TN9  1 RW.  Telephone  01 732  377493, 
Fax:  01732  377179.  Internet:  http://www.dotpharmacy.co.uk. 
M  major  credit  cords  accepted   


APPOINTMENTS 


i 


united 


 HEALTH  AND  SOCIAL  SERVICES  TRUST  

Antrim/Mid-Ulster/Whiteabbey  Hospitals 
Pharmacy  Department 

United  Hospitals  Trust  is  one  of  the  major  acute  hospital  Trusts  in  Northern  Ireland 
servicing  a  population  of  240,000  people.  The  Trust  has  been  at  the  forefront  in 
the  development  of  pharmaceutical  services  and  has  a  long  established  Academic 
Practice  Unit  linked  with  the  School  of  Pharmacy,  Queen's  University  of  Belfast 

An  exciting  opportunity  has  arisen  to  participate  in  an  integrated  medicines 
management  pro|ect  which  is  designed  to  evaluate  the  benefits  of  a  comprehensive 
integrated  medicines  management  service. 

To  this  end  the  Trust  wishes  to  recruit  the  following  staff  to  work  with  senior 
clinical  pharmacists.  Pharmacists  currently  working  in  the  community  are  eligible 
to  apply  as  full  training  will  be  given.  Secondments  will  also  be  considered. 

Temporary  Clinical  Pharmacists  Grades  C-D 
(depending  on  experience  and  role  in  the  project) 
(5  posts  -  required  for  up  to  3  years) 
Essential  Criteria: 

BSc  in  Pharmacy.  Member  of  the  Pharmaceutical  Society  of  Northern  Ireland 
or  eligible  to  register.  6  months  post-registration  experience  in  hospital  or 
community  required  for  Grade  C.  2  years  experience  at  Grade  C  or  equivalent 
in  the  community  required  for  Grade  D.  Current  Full  Driving  Licence. 
Desirable  Criteria: 

Commitment  to  postgraduate  education  and  training 

Applicants  should  note  the  panel  may  decide  to  shortlist  using  the  desirable 
criteria  if  considered  appropriate 

Salary:  Grade  C  £22,190  -  £27,488  pa  plus  8.4%  supplement 

Grade  D  £27,754  -  £30,846  pa  plus  8.4%  supplement 
(pro-rata  for  part-time) 

Waiting  List:    6  months  duration  for  temporary,  full/part-time  posts 
It  is  intended  to  hold  interviews  on  19/20  July  2001 

Temporary  MT01/MT02 

(depending  on  experience  and  role  in  the  project) 
(5  posts  -  required  for  up  to  3  years) 
Essential  Criteria: 

BTEC  Natonal  Certificate  in  Pharmaceutical  Science.  1  year's  hospital  experience 
as  an  MT01  or  equivalent  community  academic  or  industrial  experience  required 
for  MT02.  Students  completing  the  BTEC  Course  in  June  2001  are  eligible  to 
apply.  Current  Full  Driving  Licence. 
Salary:  MT01 :  £10,803  -  £13,026  pa 

MT02:  £13,549  -  £17,144  pa 

(pro-rata  for  part-time) 
Waiting  List:    6  months  duration  for  temporary,  full/part-time  posts 
It  is  intended  to  hold  interviews  week  commencing  16  July  2001 

For  application  forms  and  further  details  write  to: 

United  Hospitals  Health  and  Social  Services  Trust.Personnel  Department, 
Trust  Headquarters,  Bush  House,  Bush  Road,  Antrim  BT41  2QB  stating  clearly 
the  full  details  of  the  relevant  post(s)  and  enclosing  a  10"x4"  ^ 
self-addressed  envelope  for  each  post.  vV  \ 

Forms  to  be  returned  by  4.00pm  on  Friday  29th  June  2001 .        %  $ 


AN  EQUAL  OPPORTUNITIES  EMPLOYER 


IN\  I  s  I  OK  IN  PF.OPI, 


Near  Durham  City 

Pharmacist  Manager 

required  for  busy  community  pharmacy  in  pleasant 
residential  area. 
5  days  per  week  -  No  late  nights  -  No  Rota 
Good  supporting  staff  -  Minimum  paperwork 
Excellent  Salary  up  to  £35K  for  riglht  applicant 

Telephone:  0191  384  7708  weekdays 
0191  386  0566  after  6pm  and  weekends 


BOLDON  COLLIERY,  TYNE  &  WEAR 

Due  to  unforeseen  circumstances  PHARMACY 
MANAGER  required  for  large  modern  pharmacy  in 
Boldon  Colliery  area.  Easy  run  shop,  minimum 
paperwork.  Excellent  supporting  staff.  4-5  days, 
job  share  considered. 
Long  term  locum  or  any  newly  Registered  Pharmacist 
welcome  to  apply. 
Normal  working  hours.  Excellent  salary  package. 
Please  telephone:  Stuart  Ross 
Days:  0191  548  6824 
Evenings  (after  6.30):  0191  5367  968 
or  write  to:  Stuart  Ross,  6  Cleadon  Lea, 
Boldon  Lane,  Cleadon  Village, 
South  Tyneside  SR6  7TQ 


Dispenser/Counter 
Assistant 

Chalfont  St  Peter,  Buckinghamshire 

Required  for  modem  busy  pharmacy, 
5  day  week. 
Prior  NPA  training  preferred. 
Salary  by  negotiation. 
Tel:  Peter  Randall 
day  01 753  882700  eve  020  8958  7970 


Full  time  Pharmacy 
Technicians  Qualified  or 
experienced  required 

in  the  Leicester  LE4  and  LE3 
areas  at  our  busy  community 
pharmacies. 

Excellent  rates  of  pay, 
bonuses  and  holidays. 

For  details  please 
Telephone:  0116  2863434 

or  send  your  CV  to: 
49A  Leicester  Road, 
Narborough. 
Leicestershire  LE9  5DF 


WINCHMORE  HILL 
N21 

Dispensing  Assistant 

REQUIRED  FOR  A  BUSY 
MODERN  PHARMACY 
Full  time  -  no  Saturdays 
Tel:  020  8882  5819  (evenings) 


BROMLEY,  KENT 

Dispenser  required  for  busy 
High  Street  pharmacy. 

Full-time,  no  Saturdays. 

Telephone: 
020  8460  3431 


Pharmacy  Technician 

Up  to  £21,000  pa 
Near  Croydon 

Pharmacy  Technician  for  busy 

Independent  pharmacy. 
4-5  day  week.  5  weeks  holiday. 
Please  send  CV  to  Box  3596, 
UBM  International,  Sovereign 
House,  Sovereign  Way, 
Tonbridge,  Kent  TN9  1  RW 


CANNOCK 

Moss  Pharmacy  are  looking  for  a 
Retail  Manager  (non-Pharmacist)  to  run 
their  new  concept  store. 

Applicants  should  be  customer  focussed, 
motivated  and  have  good  Management  skills 
to  work  in  this  new  venture. 

Further  details  on  application. 
Telephone  Kerry  Hirons  on 
01482  446686 
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BUSINESSES  WANTED 


DAY 


DI" 


LEWIS 


HEMllfST 


DAY 


Dl" 

LEWIS 


Progressive  chain  of  60  shops  seeks  to 
acquire  Pharmacies  with  turnover  of  in 
excess  of  £400,000  in  Southeast  England  and 
East  Anglia.  Freehold  purchases.  Matter 
treated  in  the  strictest  confidence.  For  a  quick 
decision  contact: 

Day  Lewis  Group, 
Bensham  House, 
324  Bensham  Lane, 
Thornton  Heath, 
Surrey  CR7  7EQ 
Tel:  020  8689  2255  ext.  221. 
Mobile  0860  484999. 
Fax:  020  8689  0076 
Email:  DayLewis@aol.com 


NORTHWEST  ENGLAND 

Independent  chain  wishes  to  acquire  Single  Pharmacy 
or  small  Group.  Don't  give  up  your  independence, 
sell  it  on!  For  a  rapid  decision  made 
in  the  strictest  confidence  contact: 

Gary  Sawbridge 
Telephone:  0 1 5 1  494  2 1 22  or  0780  1 23 1 6 1 5  (Mobile) 
David  Turner 

Telephone:  01 5 1  727  1 437  or  0777  9791714  (Mobile) 

Chemicare  Health  Ltd 


EQUIPMENT  FOR  SALE 


COMPLETE  SHOP  FITTINGS 
£1  ,  1  DO  o.n.o. 
Tel:  Q207  937  6178  Cday] 

0208  311  6725  [evenings] 


LOCUMS 


www.pharma-syd.co.uk 


Pharma-Syd 

EMERGENCY  LOCUM  PHARMACIST 

Availability  on  website. 
Updated  with  every  booking 


Mr  Syd  Bashford 
East  Yorkshire 


Tel:  01 482  861891 
Mobile:  07946  543366 
syd@pharma-syii.co.uk 


LOCU 

Do  they  know  you  are 
out  there? 

Advertise  your  services  at  a 
very  cost  effective  rate  and  increase 
your  work  schedule  for  the 
remainder  of  2001 . 

Call  Debra  on 
01732  377493 


PRODUCTS  AND  SERVICES 


FRIAR  TUCK'S 


Herbal  Remedies  for  Pharmacy 

BEAT  THE  MAIL  ORDER 

MERCHANTS 
SUPER  BIG  BOX  VALUE 


ORDER 
INCASES 


SUPPLEMENT  RANGE 

Pack 

Case 

RRP 

Size 

Size 

£ 

OAD  Cod  Liver  Oil  Capsules  550mg 

360 

3 

5.99 

Vitamin  C  lOOOmg  Tablets 

180 

3 

5.99 

Odourless  Garlic  Oil  2mg  Capsules 

360 

3 

5.99 

Evening  Primrose  Oil  500mg  Capsules 

360 

3 

5.99 

A-Z  Multi  Vitamin  Tablets 

360 

3 

5.99 

Multi  Vitamins  &  Iron  Tablets 

360 

3 

5.99 

Special  Offer  Price  £3  JO  each  50%  Profit  on  Cost!! 

EXCELLENT  VALUE  FOR  THIS  QUANTITY 
AND  QUALITY 

To  order  and  receive  complete  offer  price  list  please  send  your 
full  address  and  telephone  number  to: 

FAX:  01943  431610 

sales(«)friarherbal.co.uk 


"ASTEX  Pharmacy  Direct  Scheme" 

A  new  initiative  for  ASTEX 
Anti-Allergy  Bedding 

1 .  FREE  Fast,  Recorded  Delivery  to  You  or  Your  Customer 

2.  Customer  'No-Quibble'  Money-Back  Gua;antee 

3.  Increased  Margins  and  Promotional  Literature 

4.  No  Expensive  Outlay  on  Stock 

FOR  MORE  INFORMATION  CALL  FREE 
on  0800  B38C98 
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PRODUCTS  AND  SERVICES 


Introducing  Pi* emjCICt® 
for  the  treatment  of  over-rapid  ejaculation 


Premjaet* 


Desensitizing 
Spray  for  Men 

Lidocaine  9.6  %  w/w 

i?»  ; .,  •■■  • : ' 

Reduces  ■  C 
Male  J? 

Genital  C«Ps 

SwwitivHy  |  £  | 

Helps  to  Delay  Ejaculatior 


Always  read  the  leaflet/label 
Pr6injCICt®  is  a  quick,  safe  and  effective  treatment 
for  over-rapid  and  premature  ejaculation. 
Recent  surveys  show  that  more  than  30%  of  all  men 
suffer  at  one  time  or  another  from  this  condition. 

Pr6l*fljQCt®  Desensitizing  Spray  for  Men  is  licensed 
by  the  MCA.  It  is  a  Lidocaine  based  pump  spray 
available  in  retail  display  cartons  of  12  cans,  with 
complimentary  patient  leaflets  and  dispensers. 

PrcmjaCt®  wholesales  at  £2.50  per  can  and  retails 
for  £4.95  per  can. 

For  more  information,  contact: 
Pound  International  Ltd,  (Dept.  10) 
109  Baker  Street,  London  W1U  SRP 
Tel:  020  7935  3735  -  Fax:  020  7224  3734 
e-mail:  pound@dial.pipex.com 


Masfico  T(c 

National  Distributors  of  Photo  &  Electrical  Products 

BRRun  w 

lew  Independant  I 
Steam  Stylers 


NET  PRIG  INVOKE  PflKI  MP 


p«W  BRA  C20S 


ne*  BRA  C70TS 
pe*  BRA  100TS 


BRA  C20 


New  Independent 
Sleom  Combi 

7.99 

8.19 

New  Independent 
Steam  Combi  &  Brush 

11.25 

11.53 

New  Independent  Steam 
Comb  &  5  Brushes 

11.85 

12.15 

New  Independent  Cordless 
Styling  long/brush 

10.49 

10.76 

19.99  to 
12.99 

24.99  to 
17.99 

27.99  to 
18.99 

16.99 

FOC  PANTENE 


Teh  020  8204  2224  fo*  020  8204  0224 

Synergy  Complex,  4  Dalston  Gardens,  Stanmore,  Middlesex  HA7  I BU 

Email:  enquiries@mashcopU.com 
E&OE  Net  prices  are  after  settlement  discount  of  2.5%     Subject  to  availability 


BUYING  GROUP 

Join  us  now  to  increase  your  profits 
and  have  the  benefit  of: 


y  55  Plus  suppliers 

y  Unique  profit  share  scheme 

y  Competitively  priced  Generics  and  Pi's 

y  4  months  FREE  trial 

y  Central  payment  system 

y  OTC  promotions 

Call  Pauline  on  FREEPHONE 

0800  526074 

R  L  Hindocha,  BPharm.MRPharmS.FInstD 

54/66  Silver  Street 
Whitwick 
Leicestershire  LE67  SET 


FREE 
LEGAL  ADVICE 


Chemist  &  Druggists  web  site  - 
www.dotpharmacy.co.uk  -  has 
introduced  a  service  that  offers 
pharmacists  free  legal  advice  from  a 
leading  solicitors'  firm. 

The  service  -  dotLaw  -  is  being  run 
with  the  co-operation  of  Charles 
Russell,  whose  specialist  legal  fields 
include  pharmacy  matters. 

Pharmacists  are  advised  to  e-mail  their  questions  to  - 
pharmlaw@ubmint.com  -  along  with  their  full  name  and  the 
name  of  their  pharmacy.  The  latter  two  details  are  for  C&D's 
records  only  -  pharmacists'  identities  will  be  kept  anonymous 
when  the  answers  are  published. 

All  the  questions  and  Charles  Russell's  replies,  which  will  be 
available  in  two  working  days,  will  appear  on  a  new 
dotPharmacy  page  called  dotLaw. 
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A  free  service  for  C&D  subscribers 


EXCESS  STOCK 


TRADE  LESS  40%+VAT 
+postage  -  29  x  500ml  Jevity 
Plus  with  fibre  BN68325NR 
(exp  8/01).  Tel:  01322  223376. 
TRADE  LESS  30%  -  5  boxes  Tin- 
zaparin  0.7ml  (exp  5/02),  3x60 
Solian  200  (exp  2/02),  3x5  San- 
dostatin  500mcg/lml  (exp 
8/01).  Tel:  01924  823137. 
TRADE  LESS  40%+VAT  -  9  boxes 
Robinul  amps  0.6mg  in  3ml. 
(exp  4/05).  Tel:  01803  213075. 
TRADE  LESS  40%+VAT  -  56  Oru- 
vail  lOOmg  (exp  9/01).  Less 
30%+VAT  28  Mobiflex  20mg 
(exp  9/01),  20  Keral  25mg  (exp 
10/01).  Less  20%+ VAT  -  100 
Estraderm  MX  (exp  11/01), 
Ditropan  XL  5mg  (exp  12/01), 
Ditropan  XL  lOmg  (exp  12/01), 
Flagyl  Compak  (exp  12/01),  56 
Frumil  Forte  (exp  1/02),  50 
Menorest  (exp  3/02).  Tel:  01 376 
521250. 

TRADE  LESS  50%+VAT  -  200 
Trileptal  tabs  600mg  (exp 
12/02),    300    Epilim  Chrono 


500mg  tabs  (exp  5/02),  28 
Actonel  tabs  30mg  (exp  6/02), 
100  Trileptal  tabs  300mg  (exp 
7/03),  180  Glucobay  tabs 
lOOmg  (exp  9/01),  4x10  Combi- 
derm  SI 92  15cmxl8cm  (exp 
6/03),4x30  Biotrol  Ileos  32-725, 
2x10  Hollister  1438  Urostomy 
pouch,  5x20  Hollister  7483 
Urostomy  pouch.  Tel:  01704 
872173. 

TRADE  LESS  50%+VAT  -56  x 
Flixotide  250  Diskhaler  (exp 
8/01),  lOOmls  Risperdal  liquid 
lmg/rnl  (exp  10/02),  125ml 
Spironolactone  susp.  25mg/5ml 
(exp  10/01),  73x  Ridaura  Tiltab 
3mg  (exp  3/02).  Tel:  028 
30830261/287. 


FOR  SALE 


Tecometall  shelving.  2x2. 5m 
wall  bays  plus  2x2-5m  gondolas 
plus  shelving,  v. good  condition. 
Buyer  collects  £600.  Tel:  02476 
329991. 

NDC  Retail  Manager  EPOS  till 
system  (with  flat  screen,  bar 


code  scanner  and  thermal 
receipt  printer).  Less  than  one 
year  old.  Genuine  reason  for 
sale  Offers  invited  for  quick 
sale.  Tel: 07801  459982. 
Photo  Me  Imager  1 35RA,  5  years 
old,  good  working  order  (main 
tenance  contract  to  02/02). 
£3,500  ono.  Buyer  to  collect. 
Some  chemistry/paper 
included.  Tel:  01992  635842. 
Nomad  trolley  (60  capacity) 
excellent  condition,  buyer  to 
collect.  £150  ono.  Tel: 
015626200. 

Imager  135  Microlab:  -i  years 
old,  regularly  serviced,  some 
chemistry  included,  £1000. 
Buyer  to  arrange  collection.  Tel: 
01543  432456. 

Citroen  Saxo  1.11  sx  3  door, 
electric  windows,  immobiliscr  , 
hill  history,  16,000  miles,  reg 
May  '98  R',  excellent,  as  new, 
£3,995  ono.  Tel:  01708  743341. 
Thermal  Sprinter  Printer  JRC 
OKI  Micro  320  elite.  AMT  Accel 
123  switch  box  -  no  reasonable 
offer  refused.  Tel:  01929 
423002. 


Redundant  display  counters 
with  storage  to  rear,  good  condi- 
tion, price  negotiable  and  pur- 
chaser to  arrange  and  pay  for 
delivery.  Tel:  01923  857796  -  ask 
for  Michael  or  Di. 
Old  bottles  -  different  coloured. 
Buyer  collects.  Tel:  02476 
(.35178. 

Tablet  counter,  KLN  Super  8, 
excellent  condition, £350+  P&R 
tel:01904  701315. 
20  used  oxygen  head  sets.  Well 
kept  and  looked  after  all  in  good 
working  condition  -£2()  per  set. 
40  Nomad  Dosette  with  4  insert 
trays  per  cassette.  All  in  good 
condition  £350  ono.  Tel:  0161 
766  4242. 

Nomad  trolley  ( 30  cassette  size)  - 
v.g.c.£275  ono.  Nomad  cassettes 
with  insert  trays,  vgc  £7.50  each 
ono.Tel:day0121  556  1665.  Any- 
time 07961  440  810. 
BMW  5281  SE  steptronic  auto, 
climate  control,  all  electrics, 
cruise  control,  silver,  1997, 
ll,200miles,  full  BMW  service 
history,  MOT  Tax.  £12,999  ono. 
Tel:  01708  743341. 


EXCESS  STOCK  CAUTION 

Pharmacists  are  responsible  for  the  quality,  safety  and  efficacy  of  medicines  they 
supply.  In  purchasing  from  sources  other  than  manufacturers  or  licensed  whole- 
salers, they  must  satisfy  themselves  about  product  history  and  conditions  of  stor- 
age, and  keep  a  record  of  such  purchases. 


Free  entries  in  'Business 
Link'  (maximum  30 
words)  are  restricted  to 
community  pharmacist 
subscribers  to 
Chemist  &  Druggist.  No 
trade  advertisements  will 
be  permitted.  Adverts 
must  be  submitted  on 
the  coupon  (right), 
which  must  be  properly 
completed,  and  include 
an  expiry  date  for 
products.  Acceptance  is 
at  the  discretion  of  the 
Publishers  and  depends 
on  the  space  available. 
Pharmacists  should  only 
advertise  medicines  for 
sale  where  the  product  is 
discontinued  or  in  short 
supply.  Medicines  must 
be  unopened  and  in 
original  packaging. 


To:  Business  Link,  CHEMIST  &  DRUGGIST,  Miller  Freeman  House, 
Sovereign  Way,  Tonbridge,  Kent  TN9  1RW. 

PLEASE  COMPLETE  IN  BLOCK  CAPITALS 
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issues^ 


Proving  there's  nothing  new... 

Resale  price  maintenance  was  the  topic  of  the  day  50  years  ago:  the  President 
of  the  Board  of  Trade  announced  that  he  was  proposing  to  outlaw  RPM 
"whether  operated  by  individual  manufacturers  or  collectively"  based  on  two 
principle  objections.The  first  was  that  RPM  prevented  price  reductions  that 
should  be  made  by  traders  able  to  afford  them  and,  secondly,  that  the  uniform 
prices  were  enforced  by  a  private  system  of  law  which  was  outside  the 
jurisdiction  of  the  courts.The  editorial  objection  to  the  White  Paper 
proposals  was"one  of  common  sense  and  experience".  In  C&DJune  23, 1951 
the  editorial  continues:"In  practice  the  freedom  to  cut  prices  plays  into  the 
hands  of  the  large  trader,  buying  on  favourable  quantity  terms  and  able  to 
undercut  his  competitors  at  every  one  of  a  series  of  retail  branches.  Price 
cutting,  in  fact,  tends  to  eliminate  the  small  retailer  and  further  to  entrench 
the  large.  It  accelerates  the  advance  to  that  very  evil  of  monopoly  against 
which  the  Minister  was  speaking." 

As  a  final  rallying  cry  the  comment  is:"Let  chemists,  who  have  special 
knowledge  of  the  evils  of  price-cutting,  resolve  to  be  leaders  in  the  outcry 
against  a  return  to  any  such  unhappy  state  of  affairs." 


Art  can  speed  Recovery  was  a  special  feature  in  June  30, 
1951-  Mr  Adrian  Hill,  a  professional  artist,  explained  in  his 
book  Art  versus  Illness  how,  as  a  result  of  an  operation, 
he  and  the  flower  "eyed  each  other  like  hostile  strangers". 
Patients  encouraged  to  paint  complained  when  their 
recovery  interfered  with  their  art.  But,  like  all  other  forms 
of  trea!ment,  the  author  warned:  "Art  therapy  can  be 
dangerous  if  applied  indiscriminately." 

9  In  C&D,  June  1976  we  announced  that  membership  fees  would  rise  by 
more  than  1 0  per  cent,  from  ±28  to  £3 1 ,  in  line  with  the  expected  inflation 
level  in  the  following  year. 


APPOINTMENTS 


Following  a  restructuring  of  the  sales  and  marketing  team  at  Generics  UK  Limited 
Richard  Saynor  has  been  appointed  director  of  sales  and  marketing.  Ian  McFarlane, 
previously  national  sales  manager  for  Sterwin  Generics,  will  be  field  sales  manag- 
er and  Debbie  Schmitt  will  be  customer  services  manager. 
Boots  has  appointed  Paul  Stoneham  as  managing  director  of  Boots  Healthcare 
International  (BHD.  Mr  Stoneham,  previously  president  of  Alberto  Culver 
International,  will  report  to  Barn'  Clare.  Mr  Clare  stepped  down  as  managing 
director  of  BHI  to  oversee  Boots'  international  operations. 
Charles  Russell,  solicitors  specialising  in  pharmacy  law.  has  promoted  three  of 
the  pharmacy  team:  Simon  Davies  became  a  partner  at  the  beginning  of  May 
while  Tim  Jenkins  and  Jenny  Pierce  became  associates.  Gabriella  Wright,  who 
specialises  in  employment  law,  also  becomes  an  associate.  Fotostop  has 
appointed  two  new  directors  to  the  Board.  Chris  Eady  will  be  the  director 
responsible  for  wholesale  development  and  Marryn  Griggs  for  new  business 
acquisition.  Jackie  Curtis  has  been  promoted  to  company  secretary. 


Keep  on  trekking 

Creating  a  website  would  be  enough  of  a  challenge  for 
most  people  but  Angela  Alexander,  vice-chairman  of  the 
College  of  Pharmacy  Practice,  has  created  her  own  web 
page  to  tell  us  about  her  next  challenge  -  a  nine-day, 
1 00km  trek  through  southern  Iceland. 
Angela's  fascination  with  Iceland  began  as  a  child  when 
she  had  a  penfriend  in  Reykjavik  but  she  didn  t  visit  the 
country  until  1999.  Finding  it  "better  than  she 
imagined  "she  returned  again  last  year  and  is  in  training 
now  for  the  trek  at  the  beginning  of  September,  in  aid 
of  the  Macmillan  Cancer  Relief  Fund. 

If  you're  interested  in  finding 
out  what  Angela  will  be  doing 
with  matches  and  toilet  roll  and 
how  many  men  she's  expecting 
to  share  her  tent  with,  go  to 
www.amalexander.co.  uk.  While 
you're  there  why  not  complete 
the  sponsorship  form  and  help 
Angela  raise  money  for  a  good 
cause?  If  you  don't  have  access  to 
the  Internet,  she  is  happy  for  you 
to  ring  and  offer  money  on  01628 
777451. 


Angela  Alexander 


With  its  strange  volcanic 
landscape,  where  hot  springs 
erupt  from  jagged  rocks,  Iceland 
is  a  place  of  startling  beauty 


A  twist  in  the  tale 


Turnout  at  the  Royal  Pharmaceutical  Society's  special  general  meeting  a 
fortnight  ago  was  generally  reckoned  to  be  pretty  poor.  Briefing  Council  after 
the  event  on  June  5,  the  secretary  and  registrar.Ann  Lewis,  revealed  the  meeting 
was  attended  by  56  pharmacists,  among  them  10  Council  members  -  including 
AshwinTanna  -  and  14  Society  staff.  Of  the  82  members  who  had  signed  the 
request  by  MrTanna  for  an  SGM,  only  one  turned  up,  and  none  of  Philip 
Walton's  signatories  bothered  to  put  in  an  appearance.Time.  perhaps,  to  "up  the 
ante"  before  such  an  event  can  be  demanded,  or  at  least  require  that  a 
reasonable  percentage  of  those  who  support  the  call  for  an  SGM  actually  go 
along. 

However,  the  saga  precipitated  by  the  resignation  of  Doug  Simpson  as  editor 
of  the  Pharmaceutical  journal  could  be  about  to  take  another  twist. This  time 
the  spotlight  is  on  Sultan  Dajani,  who  recently  topped  the  poll  in  the  Council 
election.  By  voting  in  favour  of  the  motion  which  censured  Council  for  the 
process  used  to  appoint  the  new  PJ  editor,  C&D  believes  Mr  D  is  in  jeopardy  of 
becoming  the  first  Council  member  to  be  referred  to  its  new  Code  of  Conduct 
Committee. Tackled  on  this  point,  Mr  D  was  unusually  terse.Yes,  he  had  voted  in 
favour  of  the  motion,  and  no,  he  would  not  comment  on  what  action  Council 
might  take.  Mr  D  was  a  thorn  in  the  side  of  Christine  Glover  last  year,  and  it 
looks  like  Marshall  Davies,  as  the  new  president,  is  going  to  get  little  respite. 
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NATIONAL  PH ARMACEUTICA 
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FIRST  ANNUAL  CONFERENCE 


9th  September  2001 


I  NEED  FOR  PLASTERS 

BAZUKA  Trademark  and  Product  Licences  held  by  Diomed  Developments  Ltd,  Hitchin,  Herts,  SG4  7QR,  UK.  Distributed  by  DDD  Ltd,  94  Rickmansworth  Road,  Watford,  Herts,  WD1  7JJ,  UK.  Indications:  For  the  treatnj 
of  verrucas,  warts,  corns  and  calluses.  Directions  for  use:  For  adults,  the  elderly  and  children:  Once^aily  apply  one  or  two  drops  of  the  gel  to  the  lesion  and  allow  to  dry,  taking  care  to  avoid  the  normal  surrounding  q 
The  following  day,  carefully  remove  the  dried  patch  and  apply  fresh  gel.  Once  every  week,  before  re-applying  fresh  gel,  gently  rub  the  treated  surface  using  the  emery  board  provided.  Continue  treatment  until  the  condition  i 
resolved.  This  may  take  up  to  1 2  weeks  for  certain  verrucas  and  warts.  Contra-indications:  Not  to  be  used  on  the  face,  neck,  Intertriginous  or  anogenital  regions,  or  by  diabetics  or  individuals  with  poor  blood  circulat 
Not  to  be  used  on  moles,  birthmarks,  hairy  warts,  or  any  other  skin  lesions  for  which  the  gel  is  not  indicated.  Not  to  be  used  in  cases  of  sensitivity  to  any  of  the  ingredients.  Precautions  and  Warnings:  Keep  away  from: 
eyes,  mucous  membranes  and  from  cuts  and  grazes.  Avoid  spreading  onto  normal  surrounding  skin.  Do  not  use  excessively.  Avoid  inhaling  vapour  and  keep  cap  firmly  closed  when  not  in  use.  Avoid  contact  with  cloth 
fabrics, i  plastics  another  materials,  as  it  may  cause  damage.  Side-effects:  Some  mild,  transient  irritation  may  occur,  but  in  cases  of  more  severe  irritation  or  inflammation,  treatment  should  be  discontinued.  Bazuka 
and  Bazuka  Extra^Strength  Gel  are  highly  flammable  -  Keep  away  from  flames.  Store  at  room  temperature,  not  exceeding  25°C.  Keep  all  medicines  out  of  the  reach  of  children.  I  FOR  EXTFRNAL  USEON! 


Legal  Category:  [I 


|  Packs:  Bazuka  Gel  (PL0173/0161) 


-  5g  RSP  £4.95  (£4.21  exc.  VAT).  Bazuka  Extra  Strength  Gel  (PL01 73/01 54)  -  5g  RSP  £5.75  (£4.89  exc.  VAT). 


